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Abstract
Background & Objectives: The Examination of the newborn (EONB), previously the 
remit of medical doctors, has been undertaken by midwives once they have 
completed a programme of Continuing Professional Development for over a decade. 
This study examined what motivated midwives to undertake the examination of the 
newborn post registration midwifery course and then to utilise their skills or not. It 
also investigated the expectations of the Heads of Midwifery (MOM) when facilitating 
and supporting midwives to undertake the post registration training and their views of 
how midwives with the skills to undertake EONB had influenced service provision. 
The study examined what influences midwives’ ability to integrate examination of the 
newborn into holistic midwifery practice and how best to bring about this change in 
midwifery practice.
Method: Using a grounded theory approach, 12 midwives and 5 Heads of Midwifery 
were interviewed. Data were collected through interviews and analysed using 
Strauss and Corbin mode of grounded theory analysis.
Findings: The substantive theory of ‘Integration of the examination of the newborn 
into holistic midwifery practice’ was generated from the data encompassing four key 
categories; 1) knowledge & training acquisition, 2) change in culture: perception and 
practice, 3) philosophy of midwifery and 4) political and financial drivers. The majority 
of participants believed they were delivering holistic care to mothers and babies. The 
participants believed that you did not have to be an experienced midwife to 
undertake the examination of the newborn and that the training should be integral to 
the pre- registration midwifery curriculum. Their views indicate a belief that midwives 
do not need to be specialist or advanced practitioners to undertake EONB.
Conclusion: The researcher argues that this theory contributes to a greater 
understanding of midwives’ roles and responsibilities in EONB. It provides insight and 
understanding into why midwives are motivated to undertaken additional training to 
facilitate them in providing holistic care for mothers and their newborn baby and 
disputes the notion of having to be an advanced or specialist practitioner to 
undertake this aspect of midwifery care. Wider implications are for nursing and other 
professional groups with technical skills which enhance care.
Key words: Examination of the newborn, holism, advanced/specialist
practitioner/practice.
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CHAPTER ONE: Overview of the Study
1.1 Introduction
Traditionally in the United Kingdom the discharge EONB infant was carried out by 
paediatricians and general practitioners. More than fourteen years ago universities in the UK 
developed training programmes which enabled midwives, health visitors and advanced 
neonatal nurse practitioners (ANNP), to take on this role. With the increasing demands on 
doctors and the new working time directive (DM 2009), it was recognised that the discharge 
examination of the normal healthy term baby could be performed by these practitioners with 
the appropriate training, (Hall & Elliman 2006, Davies & McDonald 2008, National Screening 
Committee 2008, 2012, NHS Quality Improvement Scotland 2008, Royal College of 
Midwives 2002, Michaelides 1996). The actual training undertaken by medical staff to be 
able to undertake the routine discharge EONB is variable, compared to that of midwives and 
ANNP, as is the maintenance of skills and competencies.
Whilst numerous Universities provide training (the researcher has been involved in the 
delivery of the EONB course for the last 14 years and there are many midwifery, medical and 
paediatric textbooks discussing the physical EONB, Lomax 2011, McDonald 2008a Tappero 
& Honeyfield 2003), there were no agreed standards or processes, either for performing the 
examination itself, or for the training required. Until the NHS Quality Improvement Scotland 
(2008) best practice statement was published, there were also no nationally agreed 
evidence-based guidelines. The National Screening Committee (NSC) in the UK has been 
gathering data since 2005 related to competency and standards, evidence based best 
practice, audit and a quality framework as well as training. These are all key objectives 
identified by the National Screening Committee programme; Newborn and Infant Physical
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Examination, The objectives were aligned to workstreams for action and implementation 
continues.
This research study utilised a Grounded Theory approach to initially understand what 
motivates midwives to undertake the post registration EONB training; and to investigate the 
expectations of the Heads of Midwifery (HOM) when facilitating and supporting midwives to 
undertake the post registration training.
The potential benefits of this research for service delivery were identified as being able to;
• Identify how staff can be supported and equipped to utilise their skills in practice in 
order to facilitate the provision of holistic care for mothers and babies.
• Deliver a final report detailing the midwives’ perceptions’ of their ability to perform 
discharge EONB and give recommendations for future practice; not least determining 
if there is a need to change current practice and training opportunities.
1.2 Chapter Two - Background of the Study
Chapter two provides a statement of the research aims and objectives. This is followed by a 
discussion regarding the changes and developments in the research question. A definition of 
key terms is given followed by the background of the study.
1.3 Chapter Three - Methodology
Within this chapter an overview of grounded theory and justification for utilising this method 
of study is provided with comprehensive exploration of the epistemological and theoretical 
underpinnings of grounded theory. A brief summary of the characteristics of qualitative
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research and the nature and sensitivity of grounded theory is given with an indication of why 
the researcher has adopted an interpretive research approach for this study. An exploration 
and comparative analysis of Glaser, Strauss and Strauss, Corbin is discussed followed by a 
rationale for why the researcher has adopted Corbin and Strauss’ (2008) approach. The 
conflicting views on undertaking a literature review prior to commencement of the research 
study are given. In addition to discussing theoretical sampling, data collection and the 
process of data analysis, the conceptualisations of rigour and Strauss and Corbin’s (2008) 
emphasis on combined focus to enhance rigour is also explored.
1.4 Chapter Four -  Method
In this chapter a description of the setting is given with an indication of why the setting was 
appropriate for this study. The criteria for selection of participants and their profile are given 
in addition to an explanation of the process of recruitment and theoretical sampling. The 
process of data collection, data sources and the challenges experienced by the researcher 
have been discussed, as well as ethical considerations and the strategies which were 
adopted in the study to maintain rigour and validity.
1.5 Chapter Five - The Process of Data Analysis
Chapter six provides a step by step account of the process of data analysis undertaken by 
the researcher. A description of this analytical journey is given, commencing with the 
researcher’s experiences of the transcription of interviews followed by line by line open 
coding, axial coding; finally selective coding and the paradigm model is explained. Reference 
to the researcher’s views and use of memos and diagrams as well as the use of reflexivity in
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the process of data analysis, followed by the final steps involving integration and 
identification of the core category is discussed.
1.6 Chapter Six - Findings
In this chapter an overview of the findings of the study illustrated with excerpts from the 
transcripts is given, with a comprehensive presentation of each of the four categories; these 
have been identified as; training and knowledge acquisition, change in culture: perception 
and practice, the philosophy of midwifery and political and financial drivers.
1.7 Chapter Seven - Literature Review
In this chapter a brief discussion regarding the appropriateness and timing of a literature 
review in grounded theory following a review of the literature pertaining to EONB and the 
advanced/specialist practitioner has been undertaken. Specific studies related to EONB are 
discussed and literature which explores the role and ambiguities of advanced practice and 
advanced/ specialist practitioner.
1.8 Chapter Eight- Discussion of core category
This chapter will focus on the emergence of the core category and the process of developing 
the theory (basic social process); Integration of EONB into holistic midwifery practice. 
Discussion is based on the utilisation of Strauss and Corbin's (1998) conditional/ 
consequential matrix and identification of key concepts which have been contextualised and 
identified as significant to the theory. The key concepts have been explored further with 
reference to relevant literature. The researcher elaborates on the concept of holism which
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was referred to by all participants in the study and briefly discusses the need to dispel the 
assumption that EONB should only be the responsibility of specialist/advanced practitioners, 
rather than integrated into normal midwifery practice. The chapter concludes with the 
suggestion that further exploration of the literature surrounding the definition and the role and 
responsibility of the advanced, specialist and expert practitioner is required.
1.9 Chapter Nine- Final Discussion and Conclusion
In this chapter, I (the researcher) introduce my grounded theory study in brief and then 
review and discuss the evolved theory ‘integration of examination into holistic midwifery 
practice’, with an overview of the four categories and an indication of implications for 
practice. The strengths and limitations of the study are discussed in addition to future 
research possibilities.
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CHAPTER TWO: Background of Study 
2.1 Research Aims
The aim of this study was to explore and explain from the midwives’ perspective what had 
motivated them to extend their practice and undertake the post registration EONB training 
and to understand why some midwives utilise their skills once qualified but others do not. In 
addition, to explore what the expectations are of the Heads of Midwifery (HOM) when they 
are investing resources for midwives to attend the training and obtain this qualification.
2.2 Research Objectives
The research objectives were;
• To understand if the midwives’ motivation to undertake the post-registered training is 
influenced by intrinsic or extrinsic factors.
• To understand what influences the midwives to utilise their skills and understand what 
de-motivates those who do not use their skills.
• To understand why Heads of Midwifery send staff on the EONB course and how they 
perceive the training may influence practice.
• To determine how HOM facilitate and support midwives who undertake the training.
• Explore ways in which the skills the midwives have in discharge assessment can 
provide a more holistic service to mothers and babies.
Sharon McDonald 8 of 234
2.3 Research Questions
The initial research title for this study was “A Grounded Theory Study of continuing 
professional development in midwifery”. Following semi structured interviews, data analysis 
and identification of the emerging theory, the focus of the study EONB remained the same 
however, it was no longer simply a study of continuing professional development in midwifery 
and as such the title evolved to; Integration of examination of the newborn into holistic 
midwifery practice: a grounded theory study. Whilst the title changed the questions posed to 
participants (as prompts) changed only slightly until theoretical saturation was complete.
All participants in the study were asked the following semi-structured questions;-
• In your opinion why do you think midwives do/do not practice the discharge 
examination?
• What do you know about the NIPE Programme? (NIPE refers to the National 
Screening Committees Newborn Infant Physical Examination Programme)
• How do you audit practice?
Followed by prompts if necessary, asking midwives for example:-
• Why did you do the course initially?
• How do you feel about undertaking the discharge examination?
• How has it influenced your practice?
• What do you think are the plus's and benefits?
• What are the problems and how can we overcome these?
• How many examinations of the newborn do you undertake in any given week 
or month?
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Heads of Midwifery participants were given the following prompts if necessary:-
• Why do you send midwives on the EONB course?
• What are the potential outcomes for you?
• What can you/do you do to motivate staff to use their skills?
2.4 Definition of key terms
It is important to differentiate between the normal newborn assessment which is performed 
on all newborn babies, most often by a midwife in the UK, as a top to toe examination after 
birth and the discharge examination which should be carried out within 72 hours of birth. The 
discharge examination involves a more detailed physical EONB and detection of anomalies, 
screening for problems with the babies' eyes (for example, cataracts), a comprehensive 
cardiovascular and respiratory examination, abdominal palpation, hip examination and, in 
boys, descended testes (NSC 2012, McDonald 2008a). The main purpose of the discharge 
examination is to identify any babies who may have a condition which needs further 
investigation and referral. It is this discharge examination which requires additional training to 
be able to competently complete. It is this examination which is referred to within this study.
2.5 Background to the study: Examination of the Newborn - Midwives roles and 
responsibilities
Prior to the EMREN trial, a key study undertaken by Townsend et al in 2004, which looked at 
the implications for midwives examining the newborn, the medical profession and to a 
certain extent midwives, believed that the discharge EONB infant was firmly the
Sharon McDonald 10 of 234
responsibility of the Paediatrician or General Practitioner. The findings from the EMREN trial 
(discussed in chapter seven) changed the medical profession’s perception of other 
professions’ ability to effectively carry out this examination. The study was called ‘Routine 
examination of the newborn: the EMREN study’. Evaluation of an extension of the midwife 
role including a randomised controlled trial of appropriately trained midwives and paediatric 
senior house officers’, by Townsend, et al in 2004 and involved 826 mother and baby dyads. 
The study looked at, among other things, the implications and cost-effectiveness of trained 
midwives verses paediatric senior house officers examining newborn babies. Mothers rated 
midwives highly for the physical examination, their ability to provide continuity of care and 
their health promotion advice, for example skin to skin care, cot death prevention and feeding 
(Wolke et al 2002). Ultimately parents did not mind who carried out the examination as long 
as it was performed (Townsend et al 2004, Lee et al 2001). In addition to maternal 
satisfaction the study reviewed the rates of referral, but found no statistical differences 
although midwives were more inclined to encourage mothers to visit their general 
practitioners if concerned. Townsend et al (2004) study the researcher believes was pivotal 
in raising awareness of who should or could perform the discharge examination, but also 
highlighted concerns regarding quality, standards and competencies.
The National Institute for Clinical Excellence (NICE) was established in 1999 and is 
responsible for setting, measuring and improving quality standards in the UK. They are 
nationally recognised and responsible for evaluating new technologies and care guidelines 
with regards to clinical cost effectiveness. There is no requirement to utilise NICE guidelines 
within practice, although it is considered good practice to do so. (NICE 2006, Blank & Burau 
2004:137). In 2006 NICE produced postnatal care guidelines which cover what should be 
included in the initial newborn physical examination; these guidelines are due for further 
review in 2015, following a decision in February 2012 not to update the guidelines. The
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guidelines do not discuss standards or how the discharge examination should be conducted. 
Other than the NICE (2006) Postnatal Care guidelines and the NHS Quality Improvement 
Scotland Best Practice Statement; Routine Examination of the Newborn (NHS Quality 
Improvement Scotland 2008), there appear to be no other national or international 
guidelines, specifically related to standards and competencies for EQNB.
In 2004 the Department of Health (DH 2004a) National Service Framework for children, 
young people and maternity services (NSF), identified the need for a standard routine for 
EQNB. Four years later In 2008 the DH’s, Child Health Promotion Programme (DH, 2008a) 
aimed to strengthen the standard, by giving up to date, clear guidance on how to provide a 
high quality service. The Child Health Promotion Programme (DH 2008) outlined quite clearly 
the importance of the newborn examination, and the need to understand when and how to 
provide specialist referral. The need to work closely with mothers and fathers was also 
emphasised. In order to ensure compliance, the Commission for Health Improvement (CHIP) 
Programme (2008) was introduced. The Commission for Health Improvement has 
responsibility for monitoring and improving the standards of care at a local level and this 
includes a programme of screening tests, i.e. Newborn Physical Examination. It also 
promotes health and wellbeing for women, babies and their families. Its evidence is based on 
Hall and Elliman, Health for All Children (2006). The Commission for Health Improvement 
(DH 2008b) states that local commissioners and providers of all services related to mothers, 
babies and their families, has a responsibility to ensure that the competence of the workforce 
is maintained, monitored and assessed.
Whilst government papers had highlighted the importance of the initial EQNB and the DH 
National Service Framework (2004) called for a national approach to universal physical 
screening of the newborn (and infants), it was not until 2005 when the National Screening
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Committee (NSC), whose remit was to; explore the training and education needs of those 
healthcare professions who undertook the newborn physical examination and develop a 
national framework of competencies, put together a draft of ‘standards and competencies; a 
programme for professionals undertaking the discharge examination’ that the importance of 
consistency, competency and standards were acknowledged. However, the draft standards 
and competencies were only publicised on the NSC website and clinicians were generally 
not made aware of their publication, subsequently they were removed.
It was not until three years later in March 2008 that the NSC published the Newborn and 
Infant Physical Examination Standards and Competencies policy (NIPE). “Competence is an 
outcome: it describes what someone can do. In order to measure reliably someone’s ability 
to do something, there must be clearly defined and widely accessible standards through 
which performance is measured and accredited” {NSC 2008:5). The aim and emphasis of the 
standards is to raise competencies, introduce quality assurance and performance monitoring 
which will subsequently provide consistency in the screening process. It is unclear if they 
were well publicised as anecdotal evidence suggests otherwise. Another consideration is that 
whereas some other NSC programmes, for example, antenatal screening, are perceived by 
the public to specifically address individual clients’ needs, the implications and effects of this 
policy are less tangible
Blank & Burau (2004:19) suggest that services can be improved by adopting ideas that have 
worked elsewhere, whether this is in the UK or abroad, and having a global perspective with 
comparative analysis may be useful. It has not been possible to determine if there are any 
policies globally which outline the standards and competencies related to the EONB other 
than those in Scotland. These could be adopted abroad, however, they may well be in place 
but under a different guise; for example in New Zealand, part of pre-registration training
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involves the discharge EONB and is integral to their training (Davies & McDonald 2008). 
Whilst CHRP (DH 2008a) and NICE (2006) outline the content of the newborn physical 
examination, the NIPE policy (NSC 2008) concentrates on the screening pathways for the 
examination and the standards and competencies required of practitioners.
Key aspects in relation to ‘roles and responsibilities for service commissioning and provision 
and providing services' of the NIPE policy are outlined in part 7.1 and 7.2 (NSC NIPE 
2008:36-37). It is clearly stated that, “each NHS Trust and PCT offering maternity 
services/primary care should nominate an individual with clear responsibility and 
accountability for co-ordinating newborn and 6-8 week examinations” (NSC NIPE 2008:37). 
To date there is no clear indication from personal communication with the NSC (Sancho 
2010) and local NHS Trust HOM (2012) that that this is happening. It could be argued that if 
there was a nominated lead then the policy profile would be raised and greater knowledge 
and understanding of the importance, and the implications for the health and wellbeing of 
mothers and babies acknowledged. It is appreciated that Local and National organisational 
structures will influence the implementation of this policy (Watt et al 2005).
Universities have a responsibility to develop approved programmes of study. However, it is 
apparent from reviewing University websites that the actual training and assessment for the 
EONB programme varies considerably (appendix 1). To date there is no consensus of 
opinion as to the ideal course curricula or consistency in assessment.
Audit of practice is considered to be one way to determine quality and competency and 
certainly this is recommended in the Commission for Health Improvement Programme (DH 
2008a) and within the Newborn Infant Physical Examination policy (NSC 2012). However, to 
date, it would appear that only two of the NHS Trusts in this study have some evidence of
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audit of practitioners’ performance and monitoring of outcomes of the newborn physical 
examinations. In personal communication with the NSC they state that there is no evidence 
of local or national audits in place. They advised a more direct approach to Trusts may be 
beneficial. The NHS Quality Improvement Scotland (2008) has produced an audit tool for use 
in Scotland. It is not clear if this tool (form) could be used within England. It is a lengthy 
document and revisits the entire examination. This in itself may deter practitioners from 
completing the form on all occasions. It would certainly be a time consuming exercise (with 
the risk of inaccuracies) to complete the Hospitals normal neonatal discharge documentation 
and then complete the audit form. Therefore a more simplistic audit tool may be beneficial. 
Whilst the Ml PE policy and other documents highlight the importance of quality and 
standards for practice, there is no assurance that they are being implemented.
With the absence of any evidence of practice competency or audit of practice, the NSC 
recognised the need for an IT system, to record all screening programmes linked to child 
health. They recognised that the performance of the NI PE process was variable across the 
UK and have sought to address this by bringing together an IT system which should facilitate 
the recording and monitoring of the screening process. The NIPE Screening Management 
and Reporting Tools (SMART) pilot was launched in 2008; its introduction has been slow 
with the last of 17 NHS Trusts in England joining the pilot in February 2012. Imperative to its 
success will be the ‘buy in’ of all interested parties, namely doctors, GPs, midwives, ANNP 
and health visitors. It is difficult to envisage this in practice. However, the National Hearing 
Screening Programme is a good example of an effective IT system (NSC 2009b). There are 
many quality assurance elements to the NIPE policy (2008: 7.5:40) and an IT system may 
realistically be the only way to achieve a substantial number of these.
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Townsend et al (2004) in the EMREN Trial stated that 44% of midwifery units have midwifery 
staff who are able to discharge newborn babies; however only 2% of babies in England have 
the examination performed by a midwife. In 2006 the researcher undertook an audit of 100 
midwives in the East of England known to have undertaken the training over the last twelve 
years. The aim was to determine how many midwives were utilising their skills and how their 
local University could meet their learning needs. With a 50% self-reported response rate, the 
audit identified that 48 of 50 midwives were undertaking the discharge examination on a 
regular basis (McDonald 2008.b). Both studies are discussed further in chapter seven.
Following Townsend et al (2004) study the researcher believes there have been no 
subsequent studies to determine the number of midwives with the qualification in the UK. It 
would also seem that no further studies have been carried out to determine if those midwives 
who continue to undertake the enhanced training in Universities across the UK utilise their 
skills in practice. Skills associated with the procedures involved, are seen to be advanced 
skills and include enhanced observation, auscultation (heart and lungs) and palpation. 
Detection of the red reflex in the eye, abdominal palpation, examining for descended testes 
and exclusion of hip dislocation these skills are recognised nationally as part of the extended 
role and identified by the Nursing and Midwifery Council (NMO 2008).
The perception a decade ago was that a qualified midwife had to have a minimum of 6 
months experience before she/he could undertake the enhanced training (McDonald 2008b). 
However, the audit highlighted above and Mitchell (2003.a 2003.b) identified quite clearly 
that mid wives who have the EONB qualification believe it should form part of the UK pre­
registration training.
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What is not clear from the literature is why some midwives utilise their skills and some 
midwives do not. The audit (McDonald 2008.b), clearly identified that many more midwives 
utilise their skills than initially reported by Townsend et al in 2004 in that almost 50% of those 
midwives who responded to the audit were using their skills. The audit had similar findings to 
Mitchell’s (2003a. 2003b) study which set out to explore midwives experiences in taking on 
the role of discharging newborns. Mitchell’s Grounded Theory study was based on 
unstructured interviews with 19 midwives, who had completed the EONB training. Themes 
which emerged from the interviews were linked to maternal and professional satisfaction, 
professional issues and maintaining competency. Mothers were positive in their feedback 
regarding midwives undertaking the role. Midwives felt the EONB was integral to their role 
with an increase in autonomy and job satisfaction. Whilst midwives were seen to be ideally 
placed to carry out the examination finding time within their busy workload was an issue. 
Also of concern was the issue of maintaining competency and updating practice, this very 
much depended on the midwives area of practice. HOM were asked by Mitchell to consider 
and address these issues. Additional findings from the literature are reported in chapter 
seven.
2.6 Continuing Professional Development in Midwifery
A fundamental change is taking place in the United Kingdom with continuing professional 
development (CPD) training opportunities. Over the next few years there will be a reduction 
in Government funding and changes to the distribution of monies from Strategic Health 
Authorities to County Workforce Groups (East of England 2010). This redistribution in turn 
will impact on the opportunities available for midwives and other professionals to undertake 
CPD training. Emphasis is now moving from CPD choice and personal development plans to 
County Workforce Group driven work-streams which are based on local workforce and
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communities’ needs plus the Darzi workgroups (2007). With less money and choice, many 
staff will have to give written assurances that any training they undertake will be utilised in 
practice. In some National Health Trusts and Primary Care Trusts, job descriptions and 
‘contracts for training’ include clauses, with stipulations that qualifications gained must be 
utilised and some even suggest imposing penalties for staff that do not. How much 
consideration the Heads of Midwifery have given to this and the requirements of service 
provision specifically in relation to the EONB course are an area of consideration.
2.7 Summary to background
The background to this study clearly identified some of the key concepts which emerged as 
categories within this study through data collection and analysis. The literature has facilitated 
the researcher with evidence to support the notion that midwives do not necessarily have to 
undertake continuing professional development in EONB to be able to deliver this care to 
mothers and the newborn rather the concept of integration of the newborn into holistic 
midwifery practice is achievable and should commence with the training’s integration into the 
pre-registration curriculum.
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METHODOLOGY
3.1 Introduction
The aim of this chapter is give an overview of Grounded Theory, originally developed by 
Glaser and Strauss (1967). Grounded theory has been adopted in nursing research since the 
1970s and women’s reproductive health and family research since the 1980s. Its focus has 
been mainly on practice and education. Whilst there are now differing versions of grounded 
theory, all versions continue to explore theoretical and epistemological underpinnings in an 
attempt to explain social meanings and human behaviour. It is a methodology from which 
theory is generated (Licqurish & Seibold 2011:11, Charmaz 2010, Backman 1999, Chen & 
Boore 2009, Marcellus 2005, Jeon 2004). The researcher has adopted Corbin and Strauss 
(2008) approach for her research study, and further exploration of grounded theory and 
justification for utilising this method of study is given below. The grounded theory research 
method allowed the researcher to explore the social processes of what motivates some 
midwives and not others to utilise their continuing professional development skills in EONB 
and to understand why HOM send midwives on the course.
3.2 Qualitative Research
Historically quantitative research in health care was considered to be the most reliable 
method for health care research with its emphasis on quantity and measurement (Denzin & 
Lincoln 2008). However, with the drive for evidence based practice which focuses on the 
patients’ experience, and “the provision of high-quality, clinicaily effective and ciient-centred 
care” (Cluett & Bluff 2006:34) qualitative approaches are now considered equally important 
(Cluett & Bluff 2006, Carnwell 2004, Morse & Field 2002). When considering any research
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methodology consideration of dissemination and the utilisation of the research will also have 
an impact on the choice of methodology (Clifford & Clark 2004:30). Whilst both qualitative 
and quantitative approaches strive to “increase and validate knowledge” (Cluett & Bluff 
2006:20) it is their emphasis that is very different. Qualitative most often identifies and 
develops theory by adopting an inductive process, whilst quantitative is concerned with 
testing or verifying the proposed theory by a deductive research process (Bryman 2012, 
Jeon 2004, Morse & Field 2002).
Qualitative research allows the researcher to study the meaning behind a certain 
phenomenon and interpret this (Gibbs 2007). Qualitative research focuses on what 
something is like or how someone feels about an experience. It allows a holistic perspective 
of events (Corbin & Strauss 2008, Denzin & Lincoln 2008, Morse & Field 2002, Polit & 
Hungler 2001). Carnwell (2004:100) suggests that “research focusing on people’s lives, will 
by necessity use qualitative methodd’. This research paradigm is most often (but not 
exclusively) associated with the interpretivist paradigm, as opposed to the positivist 
perspective (Cluett & Bluff 2006) and is based on personal experiences, knowledge and 
understanding of a given situation or belief. Often described as ‘unique’ it gives an insight 
‘into the phenomenon being studied’ (Gibbs 2007). It is most often the approach conducted 
in a ‘natural setting’ where there should be no controls or constraints imposed by the 
researcher (Corbin & Strauss 2008, Denzin & Lincoln 2008). The characteristics described 
above of qualitative research make this the most fitting of methodology for my study.
3.3 Paradigms
A paradigm is considered to be a perspective, a way of knowing or point of view (Bryman 
2012, Cluett & Bluff 2006). It is based on a set of assumptions and concepts, values and
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practices (Parahoo 1997); a paradigm is described as a tool, a framework or a set of 
questions which can be used to achieve an understanding of events it is also described as a 
set of ideas and a world view (Guba & Lincoln 1994). Corbin and Strauss (2008:87) define a 
paradigm as “an analytic strategy for integrating structure with process”. A paradigm will 
provide the answers to the following; firstly methodoiogical, the way in which researchers will 
think about and find the answers to the questions. Secondly Ontological; what is the nature 
of knowing is it based on assumptions, beliefs, attitudes actions and interactions and 
epistemology- theoretical perspective and “how we know what we know” (Licqurish & Seibold 
2011:11).
An interpretive research paradigm (described further below) as opposed to the ‘empirical 
analytical' paradigm has been utilised for this study. Quantitative research is often referred to 
as ‘empirical analytical research’; its characteristics are described as controlling, predictive, 
objective and generalisability (Freshwater & Bishop 2004).
Empirical analytical is a positivist approach to study where it is assumed that an objective 
reality can be observed or measured. The scientist-practitioner is more focused on variables 
and empirical testing. In addition data in quantitative studies are mainly linked to the physical 
and natural sciences and are usually numerical (Freshwater & Bishop 2004). A Phenomenon 
is also described as concrete and measurable (Morse & Field 2002). Other characteristics of 
the quantitative (positivist) approach are descriptive, experimental correlation. A limitation of 
quantitative methodology is said to be its inability to address ethical or moral questions (Polit 
et al 2001). This methodology is useful when investigating variables but not useful when you 
are trying to understand human responses to life experiences (LoBiondo-Wood & Haber 
2006).
Sharon McDonald 22 of 234
Three specific interpretive methodologies which focus on and seek to understand human 
responses are Phenomenology, Ethnography and Grounded theory.
Phenomenology has two main approaches, descriptive and interpretive (also known as 
hermeneutic tradition) and allows for the examination of what is described by Balls 
(2009:105) as “taken-for-granted experience and, through examining the qualities of the 
experience, allows us to identify its essence”. Information is gathered mainly through 
interviews, observation and story telling, common themes are then identified for further 
analysis Descriptive phenomenology attributed to Husserl (1963) aims to maintain objectivity 
using the concept of ‘bracketing’, whereby the researcher should put aside their own pre­
conceptions, knowledge and understanding about the area under investigation. Modifications 
to Husserl’s theories were made by Heidegger (1962), who believed it was impossible to 
completely rid oneself of preconceptions as researchers use their experiences when 
analysing others (Charmaz 2010, Cluett & Bluff 2006).
Ethnography, a branch of anthropology, is a broad approach which is characterised by the 
researcher providing understanding and detailed in-depth descriptions of different groups or 
cultures, ethnographers seek to generate understanding of lived experience, through the 
eyes of participants from an emic perspective. Data collection is most often by observation 
and interviewing (Bryman 2012, Charmaz 2010).
Some of the characteristics and data collection for all three interpretive methodologies is 
similar however the emphasis placed on the development of theory and social processes 
formulated through the question ‘what’s going on?’ is the major difference (Corbin and 
Strauss 2008).
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3.4 An overview of Grounded theory
Grounded theory was developed by Glaser & Strauss (1967) and reflected Glaser’s positivist 
approach, that is Glaser, was influenced by the ascendancy of quantitative compared to 
qualitative studies and demonstrated in his use of terminology for example. Variable’ and 
‘hypothesis’. Their early approach also reflected Strauss’s “pragmatist philosophy and 
symbolic interaction background” {WïarceWus 2005:350). They developed a new philosophical 
approach specifically for qualitative health related research. Since its inception there have 
been a number of revisions (Charmaz 2010, Willig 2009, Elliott & Lazenbatt 2005, Clarke 
2005). Glaser and Strauss themselves have proposed different variations to the way in which 
grounded theory should be practiced (table one below).
The following citations are examples of versions of grounded theory in the literature. 
Grounded theory seeks to identify the way in which individuals make sense of basic social 
processes and interactions and to then produce theory based only on the data from which it 
was derived (Chiovitti & Piran 2003, Burns & Groves 1993 Polit et al 2001). Marcellus 
(2005:350) suggests that grounded theory, “through its consideration of environment and 
context, inciudes social and political conditions to understand peopie’s experiences as both 
individuals and members of communities”. Cluett & Bluff (2006) state that grounded theory is 
a ‘valuable, influential and creative facilitative methodological approach’ and “provides a 
vaiuable means of ascertaining women’s perspective of midwifery and maternity care” (Cluett 
& Bluff 2006:156). Whilst Khaw (2012:138) suggests, “ traditional grounded theory 
methodology as we know it has undergone a methodologicai spiral” with grounded theory 
methodology evolving from its original inception of “positivist basic sociai-process roots to 
theorising quaiitative data using postmodernist and constructivist approaches” (Khaw
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2012:138). Khaw (2012) for example, utilises situational analysis (analytic diagramming tool) 
to construct theory within her study and Charmaz (2010), adopts a constructionist approach.
Corbin (Corbin & Strauss 2008:8) acknowledges that contemporary writings have influenced 
her thoughts about the methodology and suggests that “much of what has been written in 
recent years has given me invaiuabie insight, shown me the error of some of my past ways, 
and made me wonder at times how I could have been so “misinformed”. But that is the 
nature of knowledge. It does progress and change over time and so does methodolog/.
In summary. Hood (2007:167) suggests that grounded theory now falls into three strands; 
“Glaserian, Straussian and Charmazian”. Whilst grounded theory has evolved and Strauss 
and Corbin acknowledge the validity in contemporary schools of thought, the reason for 
undertaking research and their methodological vision remains the same to, “generate a 
professional body of empirical knowledge” (Corbin & Strauss 2008:viii) and social processes 
(Glaser 1978).
3.5 Nature of Grounded theory
Grounded theory is a method of research that is of value to professionals and a lay audience 
because it considers their perspective their values and beliefs, their ‘social processes’. It is 
considered to be a suitable approach when the research study is based on social interactions 
or experiences which, aim to test a process and “not to test or verify an existing theory” 
(Lingard et al 2008:459) and when considering clinical inquiry related to clinical practice as it 
provides understanding and insight (Cluett & Bluff 2006, Elliott & Lazenbatt 2005, Ellis & 
Crookes 2004, Chiovitti & Piran 2003, Strauss & Corbin 1998) it is also appropriate when not 
much is known about the area of study. Grounded theory aims to explain the area of study as
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well as being substantive or focused (Morse & Field 2002, Rees 2003), it is inductively 
driven, although Willig, (2009:51) suggests both induction and deduction are used to develop 
a theory.
Morse and Field (2002:22) suggest that the primary purpose of grounded theory’s is to give 
an explanation for the way in which humans behave human (why we are like we are, why we 
do what we do, or say, what influences us). Grounded theory they suggest is “discovered, 
developed and then verified through systematic data collection and data analysis identified to 
a related phenomenon” {Morse and Field 2002:22).
3.6 Application of Grounded theory
Grounded theory allows for the discovery and exploration of behaviours, phenomena and 
potential concepts for which limited research may have been undertaken. It is therefore 
applicable to descriptive, exploratory and preliminary studies (Glaser and Strauss 1967). The 
data which is derived from the participants will subsequently determine what will then be 
explored in the research study, what literature will be searched and the number of 
participants required, from this data the research question itself will be determined (Chiovitti 
& Piran 2003)
3.7 Theoretical perspectives of Grounded theory
Symbolic interactionism as a theoretical perspective was established in the 1900s by social 
psychologist George Herbert Mead and advanced as a research method by Herbert 
Blummer (1969). Emphasis is placed on the “individuars lived experience, the inner world of 
human behaviour, the notion of meaning perceived by the participant and understanding a
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situation from the participants’ point of Wew” (Jeon 2004:250). Grounded theory methodology 
is perceived by some to have its roots firmly in the theoretical perspectives of symbolic 
interactionism (Licqurish & Seibold 2011, Kaufmann & Denk 2011).
3.8 Literature review in Grounded theory
Whether literature in grounded theory should be consulted is controversial with much 
discourse noted by the researcher from authors of grounded theory. This is discussed further 
in chapter seven. From the proponents of a literature review (Rees ,2003, Benton 1991, 
Cluett 2006, Cluett & Bluff 2006) to those who propose a selective review of literature (Morse 
& Field 2002, Cutcliffe 2000) and clear dissonance among those who oppose any 
consultation of the literature (Draper, 2004 Crookes & Davies 2004). Glaser and Strauss 
progenitors of grounded theory also cannot agree. The researcher was acquiescent in her 
view and was aligned to the perspective of Draper (2004) that by extensive reading the 
literature she may be influenced by it, so she chose not too (chapter seven).
3.9 Theoretical sampling
Defined by Glaser and Strauss in 1967 (2009:45) as “the process of data collection for 
generating theory whereby the analyst jointly collects, codes and analyzes his data and 
decides what data to coiiect next and where to find them, in order to deveiop the theory as it 
emerges”. They state that the analyst should be ‘theoreticaliy sensitive’ to “conceptualise and 
formulate a theory as it emerges from the data” {2009:46). (Chen & Boore 2009, Jeon 2004).
A grounded theory approach does not encourage the stipulation of set numbers of 
participants, rather by the process of theoretical sampling the researcher is led to determine
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which individuals, groups or events, should be approached next to explore the concepts 
which are emerging (Corbin & Strauss 2008), “or information to iiiuminate and define the 
boundaries and relevance of the categories” (Charmaz 2010:189).
The data collection should continue until no further data emerges, this is described as 
‘theoretical rather than purposeful’. By transcribing and analysing interviews as soon as 
possible after the event you are more able to determine what other information should be 
sought from subsequent participants, ’theoretical saturation’ is reached when no further 
categories emerge (Soulliere et al 2001, Chiovitti & Piran 2003), and “ail categories are weii 
deveioped in terms of properties, dimensions, and variations” (Corbin & Strauss, 2008:263).
3.10 Data collection
“Data collection is progressively focussed and informed by the emerging data” (Willig 
2009:39). Elliott & Lazenbatt (2005) describe this as ‘concurrent data collection’ comparative 
data analyses and a ‘continuous cycle’ in the research process. In grounded theory studies 
data is most often collected through participant observation, semi-structured interviews, 
informal interviews and field notes.
There are a number of techniques for analysing qualitative studies including analogue 
scales, questionnaires, critical reflexivity, narrative, structured, unstructured and interactive 
interviewing, observing, focus groups and diaries (LoBiondo-Wood & Haber 2008, Gibbs 
2007, Freshwater & Bishop 2004, Morse & Field 2002). It is also possible to triangulate 
differing types of data within the same study (Corbin & Strauss 2008).
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For this study semi- structured interviews were utilised to facilitate discussion but also to 
allow for personal thoughts and feelings to be explored. Freshwater and Bishop (2004) 
suggest that the phrasing of the research question differs depending on the methodological 
perspectives of the researchers; the scientist-practitioner's research questions will almost 
certainly be more open-ended and descriptive. Clarity is essential to ensure concise 
responses in addition to the researchers’ ability to undertake interviews that provide quality 
materials for analysis (Strauss & Corbin 2008).
“One of the functions of quaiitative anaiysis is to find patterns and produce expianations. 
There are two contrasting logics of explanation, induction and deduction, and quaiitative 
research actually uses both” (Gibbs 2007:4). The inductive nature of qualitative research 
ensures that data are collected and theories and hypotheses will emerge in an on going 
process, commonalities may emerge although they may only relate to a given group at a 
given time (Morse & Field 2002). Alternatively you can deduce a particular explanation from 
a given situation or statement (quantitative research often uses this approach, Gibbs 2007).
3.11 Rigour and Grounded theory
Cooney (2011) Identified three conceptualisations of rigour in grounded theory from a wide 
range of literature: ‘methodological rigour’ which is concerned with best practice when 
conducting research; ’interpretive rigour’, where the emphasis is on ‘trustworthiness’ and the 
analytical process from which researchers ‘draw their conclusions’; lastly ‘a combined focus’ 
in which ultimately the reliability of data is based on the care, consistency and visibility of the 
research practice and reliability of analysis and conclusion. The combined focus is 
emphasised by Strauss and Corbin.
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Chiovitti & Piran (2003) describe eight methods of research practice which they suggest will 
enhance the rigour of the process undertaken in a grounded theory study. These include the 
‘use of participants' actual words’, participants ‘guiding the inquiry process’ and articulating 
“the researcher’s personal views and insights about the phenomenon”. They believe by 
utilising these methods the researcher will enhance the components of rigour which, 
according to Beck (1993) are ‘credibility, auditability and fittingness.
Glaser and Strauss (1967) proposed that rigour depends on trustworthiness, credibility and 
plausibility, both in the research process and theory generation phases. Corbin & Strauss 
(2008) are clear that they are not comfortable when discussing qualitative research with 
using the terms validity and reliability. Rather they believe that the use of the term ‘credibility’ 
will indicate that the findings from a study are believable and trustworthy and will “reflect 
participants’, researchers’, and readers’ experiences with a phenomenon but at the same 
time the explanation is only one of many possible ‘plausible’ interpretations possibie from 
data” Corbin & Strauss (2008:302).
3.12 The Nature of Sensitivity
Corbin and Strauss (2008:32) acknowledge that traditionally data collection and analysis 
have “called for objectivity”, yet in reality researchers will always bring their own knowledge 
as a possible bias to the research process and they ask is this a ‘bad thing’? They state that 
if you cannot have objectivity perhaps the alternative is sensitivity, “sensitivity means having 
insight, being tuned into, being abie to pick up on relevant issues, events, and happenings in 
data. It means being able to present the view of participants and taking the role of the other 
through immersion in data” (Corbin & Strauss, 2008:32). Importantly they argue that
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sensitivity is enhanced by professional experience and can bring greater understanding and 
awareness earlier of what is being said in the data.
Fundamentally this is not about ‘forcing’ the researchers’ perceptions or interpretation on the 
data rather previous knowledge and personal experience may facilitate a more sensitive 
awareness and understanding of the data, which will enable the researcher to make 
connections between concepts which arise (Corbin & Strauss 2008:34).
3.13 Data analysis in grounded theory
An important component of grounded theory is considered to be memo-writing or ‘field 
notes’. Memoing is said to have a dual purpose in grounded theory; it helps to control the 
quality of data analysis in addition to controlling distortion and researcher subjectivity (Elliott 
& Lazenbatt 2005). In addition to memo-writing, it is suggested that researchers should 
reflect on and record the whole grounded theory process from inception to data collection 
and analysis, theory development and the recording of the findings of the study (Willig 2009, 
Mather’s & Huang 2004, Morse & Field 2002; Glaser & Strauss 1967).
Corbin and Strauss (2008:163) suggest the researcher should “enter vicariously into the life 
of participantd’.
Willig (2009:35) succinctly outlines the basic principles of Grounded theory. She suggests 
that “grounded theory involves the progressive identification of categories of meaning from 
data. Grounded theory is both the process of category identification and integration (as 
method) and its product (as theory)”. Grounded theory guides how to link and establish 
relationships between categories, in effect providing a framework to facilitate understanding
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of “the phenomenon under investigation” (Willig 2009:35). Categories can be events or 
concepts, they are initially grouped together and move through the grounded theory analysis 
process from descriptive (a label) to analytic (interpreting the phenomenon). Categories 
“emerge from the data, they are not mutually exclusive and they evoive throughout the 
research process” {\N\W\g 2009:35).
Coding of categories involves the use of labels, initially descriptive words, used by the 
participants, moving towards the introduction of analytical categories derived from the data 
(theoretical coding) subsequently. A coding paradigm is applied to the data (Willig 2009:36). 
In grounded theory sampling, data collection, integration and analysis occur simultaneously; 
this is described as constant comparative analysis; the building up and breaking down of 
meaningful data to arrive at a theory. Ultimately this will, it is hoped, ensure that the 
emerging theory captures all variations from the categories, including negative case analysis 
(Willig 2009, Morse & Field 2002).
Constant comparison whereby the researcher compares and codes incidents with previous 
Incidents are a key component for the constant comparative method (Glaser & Strauss 
1967). Corbin & Strauss (2008) suggest that at times it can be difficult to determine the 
‘significance or meaning of an incident' and you are unable to code this, people will use 
metaphors and similes to compare and clarify an incident or given situation, when this 
happens theoretical comparisons are made, these in turn are used to “examine the incident 
or object in the data” (Corbin & Strauss, 2008:75) to help us understand and define a 
phenomenon.
Strauss and Corbin (2008) suggest coding should commence as soon as possible after the 
interviews have taken place and follows the following pattern of, open, axial and selective
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coding, in addition open and axial coding occur simultaneously. “The first step in theory 
building is conceptualizing. A concept is a iabei phenomenon. It is an abstract representation 
of an event, object, or action/interaction that a researcher identifies as being significant in the 
data” (Strauss & Corbin 1998:103)
3.14 Open Coding
At the first level substantive, open coding of action words and clusters of words occurs, 
patterns and concepts emerge and are extracted, this is often line by line analysis or phrase 
by phrase; data is examined closely determining if there are any similarities or differences, 
these are then grouped together and identified as a ‘category’. They are also described as 
interpretive conceptual labels or substantive codes (Corbin and Strauss 2008, Gibbs 2007, 
Tavakol et al 2006, Morse & Field 2002, Polit et al 2001, Strauss & Corbin 1998). Selective 
coding follows when codes are categorized and re-categorized to describe situations, 
incidents, events or phenomena (these categories are constantly compared with each other 
to ensure they are mutually exclusive, these are then linked and known as theoretical 
constructs (Benton 1991) or axial coding (Cluett & Bluff 2006). Corbin & Strauss are 
advocates of the selective use (at the beginning of a project) of ‘microanalysis’ this form of 
open coding can be time consuming but they believe is a valuable analytic tool to help the 
researcher dig deep into the data and focus on key points, issues or concepts that may 
othenA/ise be lost.
3.15 Axial Coding
Axial coding provides the answers to who, where, why, what, when. It allows for the data 
which has been ‘fractured’ by line by line coding to be brought together and reassembled 
once more as a ‘coherent whole’ (Charmaz 2010, Corbin & Straus 2008, Strauss & Corbin
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1998). However, Bryant & Charmaz (2011:9) do not believe axial coding is a “productive 
research strategy because it relies too much on preconceived prescriptions”. Charmaz 
(2010:186) describes axial coding as means of coding in which the category is an axis 
around which the analysts will identify and specify relationships, the use of ‘diagramming’ 
facilitates the linking and elaborations of categories which will then form “a substantive theory 
of action” {Charmaz 2010:61). Corbin & Strauss (2008) see this as beneficial to analysts as it 
distances them from the actual data and enables them to focus and work with the concepts 
within the categories rather than detailed memos.
Whilst Corbin and Strauss emphasise procedures and connections between categories they 
also state that there should be no distinction between open and axial coding, as they are 
Interlinked (Corbin & Strauss 2008). However, Glaser (1992) states that Strauss’s approach 
is not grounded theory which is concerned with ‘generating theory’, it is more concerned with 
‘conceptual description’, a controversy of the Glaser & Strauss, Strauss and Corbin debate.
3.16 Selective coding
Selective coding is the final stage of the data analysis. The core category is identified and 
theoretical saturation is said to have occurred (Mather’s & Huang 2004, Charmaz 2010). The 
core category is that which has greatest relevance and facilitates the linking of all other 
categories this integration of categories will it is envisaged provide the refined theoretical 
explanation for the research (Corbin & Strauss 2008).
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3.17 Comparison between Glaser & Strauss (1967) and Strauss and Corbin (1998, 
2008)
As identified there are variations in grounded theory methodology, both from the founders 
Glaser & Strauss and subsequent authors. Although Jeon (2004:255) suggests that perhaps 
they possibly did not clearly define their “epistemological and ontological views” and in actual 
fact it is only in their subsequent publications that this has become clear but both maintain 
they are true to their original writings. Chen & Boore (2009) suggest researchers should not 
limit their choice and one is not better than the other (Annells 1997). Charmaz (2010:9) views 
grounded theory “as a set of principles and practices, not as prescriptions or packaged’, she 
suggests that researchers can utilise the basic guidelines of grounded theory but like Glaser 
and Strauss in their original writings invites researchers to be flexible and consider the 
developments in grounded theory which have been made over the last four decades. 
Cutcliffe (2000) however, is clear that researchers should “avoid method slurring” and to 
increase quality and credibility to the inquiry use “predominantly one method of grounded 
theory while explaining and describing any deviation away from this chosen method” 
(Cutcliffe 2000:1476).
Some insight into the different approaches to grounded theory was necessary to be able to 
determine which approach the researcher would use for her research study. She 
acknowledges that in the face of all these 'reinventions' some authors challenge and dispute 
and criticise the “legitimacy of grounded theory” (Thomas & James, 2006:768). Table 1 
below gives some indication of the similarities and differences in the classic grounded theory 
approach and Strauss and Corbin's later 'modification' (Bryant & Charmaz 2011, Gelling 
2011, Licqurish & Seibold 2011, Chen & Boore 2009, Cutcliffe 2000; Glaser & Strauss 1967, 
Corbin & Strauss 2008, Strauss & Corbin 1998, Glaser 1992, Glaser 1978).
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Table 1:
Glaser & Strauss (1967 Classic Grounded theory) Strauss & Corbin (1998, 2008)
Inductive- the researcher does not begin with hypothesis, researcher remains open to the theory which
emerges from data
Theoretical perspectives- Grounded theory should 
be theoretically flexible.
Glaser (2007) criticised Strauss for applying a 
preconceived theoretical framework stating it was 
contrary to the inductive nature of grounded 
theory.
Glaser lets the data tell its own story and would be 
asking the question what do we have here? He 
treats data as distinct from the competent 
researcher.
Theoretical perspective- Grounded theory informed 
by symbolic interactionism. (symbolic interactionism 
was also adopted by Charmaz 2006, Clarke 2005)
Strauss & Corbin examine data and ask what if?
A move towards verification, ‘credibility’ and accepted 
use of ‘supportive’ technology.
Coding follows the constant comparative analysis
Glaser proposes two types of coding substantive 
(open) and theoretical (selective). Selective coding 
commences once open coding has been 
completed, selective coding focuses only on the 
variables which link to the core category.
Strauss & Corbin describe three levels open, axial 
and selective.
Selective coding- selection of the core category, 
relational to subcategories
Categories emerge from data
Glaser perceived the paradigm model as moving 
away from the origins of grounded theory and the 
emergence of categories to a forcing and distortion 
of conceptualisation of the data
Emergence of data from the concepts remains 
central to the building of theory.
Paradigm model- a new coding process, relationships 
identified.
Sampling- theoretical sampling Sampling- theoretical sampling involving purposeful 
sampling initially.
Theoretical Sensitivity- researchers should enter 
the research setting with few predetermined ideas.
Theoretical Sensitivity- comes from a number of 
sources including personal and professional 
experience and the literature.
Literature review- avoid a literature review but it may be appropriate to review some literature to provide
conceptual clarity in the initial stages
Second review of literature- literature should not be 
accessed until theory has emerged
Second review of literature- selective review of the 
literature as theory emerges
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3.18 Conclusion
Glaser, Strauss and Corbin advocate grounded theory as appropriate for novice researchers. 
Like Corbin and Strauss the researcher believes from a review of the literature that there is 
no longer only one right way to undertake grounded theory and feels it is important to 
acknowledge how contemporary thought has changed some of Corbin’s original 
assumptions. Yet as a novice researcher the processes and theoretical perspectives of 
symbolic interactionism provided by Strauss and Corbin will she believe facilitate a more 
robust and reflexive study and this was the basis for her decision to utilise their method for 
analysis.
The researcher is aligned to the constructivist epistemology which fits with grounded theory 
methodology, wishing to make sense of participants’ experiences and an interactionist, 
looking for meanings and the motives behind individuals’ actions. Strauss and Corbin give a 
comprehensive logical process to follow. By utilising strategies for example, the use of 
diagramming, the use of a journal and the computer software programme Atlas Ti, will the 
researcher envisage allow her to document her own assumptions and beliefs acknowledging 
if they affected theory development and give greater analysis and understanding to the data 
and interpretation.
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CHAPTER FOUR: Method
4.1 Introduction
An outline of the setting is given below, followed by detailed information on the criteria for 
selection of the participants and a description of the profile of the participants is provided. 
Information regarding sampling, theoretical sampling and the process of recruitment which 
was followed is also provided (Licqurish & Seibold 2009, Cluett & Bluff 2006). Data sources, 
the process of data collection and the challenges experienced by the researcher have been 
discussed as well as ethical considerations and the strategies which were adopted in the 
study to maintain rigour and validity. The process of data analysis can be found in chapter 
five.
4.2 Setting
The study was undertaken in the East of England, in the county of Essex. All of the 
participants are employed by one of the five local NHS Hospital Trusts. Six participants were 
based in the acute hospital setting; one of these is based wholly in the birthing unit within the 
Trust. One works only in the postnatal ward. Two of the six participants worked mainly on 
the labour ward and in their hospital birthing unit. One participant was a lecturer practitioner 
and divided her time between the Trust and local University. All six were not included in the 
four-six monthly rotation lists due to their other roles and responsibilities. Three participants 
were based in their local community setting and one in their local midwifery-led-unit. The two
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participant midwives who were not utilising their skills were based within the Maternity Unit of 
their Trust.
4.3 Participants
Cluett & Bluff (2006:157) identified four qualities which, they suggested are essential for 
participants involved in a grounded theory study; participants should be willing to participate, 
have time, be articulate and have knowledge and understanding of the phenomenon. They 
also suggested that the researcher should acknowledge and recognise the following;
• Recognise that the setting may/will influence behaviour.
• The researcher must have an adequate range of participants to provide a full range of 
variations in the phenomenon to allow for definitions and meaning to be grounded in 
the data.
• Must be open and sensitive to initial data; recognition, appreciation and 
understanding that the study focus may change as a result.
The location all the participants were taken from is the East of England this area was chosen 
for ease of selection and accessibility of the participants (Wood & Ross-Kerr 2006:150). 
Initially participants were identified as follows;
• Five Local ROM
• Mid wives who have successfully completed a post-registration EONB course in the 
last ten years and who are currently utilising their skills and knowledge to perform 
discharge examinations of the newborn.
• Midwives who have successfully completed the post-registration EONB course and 
who are not currently utilising their skills and knowledge to perform discharge 
examinations of the newborn.
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Glaser & Strauss (1967) describe the selection of participants based on their knowledge of 
the given topic as well as identifying how they develop the theory as theoretical sampling. A 
theoretical sample was taken of 12 midwives and 5 HOM as this group of people exhibited 
the characteristics required for the phenomenon being investigated (Low 2007, Tavakol et al 
2006, Mathers & Huang 2004).
4.4 Profile of Participants
Access and approval (once ethical approval was obtained) to approach staff from the 
individual Trusts, was gained at the quarterly Heads of Midwifery Meeting, this is a meeting 
which takes place between Anglia Ruskin University, (the university covers the Essex and 
Cambridgeshire region and is the researchers place of work) the Lead Midwife for Education, 
Midwifery Academics and Heads of Midwifery to discuss training and practice issues. Of the 
five HOM who agreed to participate in the study, two had been employed at their Trust for 
approximately one year, one had been on secondment and recently returned to her post and 
two had been in their current position for a number of years. All were practicing mid wives and 
supervisors of midwives.
Of those midwives who participated in the study (twelve in total) ages ranged from early 
twenties to late fifties, they had from eighteen months post registration experience as a 
midwife to twenty nine years. Demographic information determined that all participants had 
undertaken their midwifery training in the UK, the majority had trained and worked in different 
maternity units around the UK but a significant number had been working in the locality for up 
to 15 years. English was the first language of 15 of the participants, no translation was 
required.
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A summary of the midwives’ (participants) profile can be found in table 2. Data includes the 
year in which they completed the EONB course, an indication of the number of babies they 
examined on average weekly. Plus the environment in which they worked. The environments 
included Acute- eight participants were working in their NHS Trust maternity unit. They were 
all dividing their time between normal midwifery duties and clinical specialist or management 
roles; these data were of significance in the development of the theory and are discussed 
further in chapters six, and seven. One participant was a clinical specialist and practice 
development midwife, two undertook a risk management role because of their other roles 
and responsibilities most of these participants time was limited to complete examinations of 
the newborn. The three participants who were based in the community setting are described 
in the table as ‘community’. One participant worked solely in a Midwifery-Led-Unit, this is a 
stand alone unit, located some distance from the local NHS Trust, and it is run by midwives 
with no Medical staff present. Each NHS Trust had one HOM, who mostly undertake 
additional duties. During the time the interviews took place two were nearing retirement and 
for the other three recent strategic changes meant their role and remit was changing to 
include greater responsibility for other departments/directorates. HOM are not included in 
Table 2; however, all Trusts are represented in this study.
The colour coding of participants in the first column represents the five Trusts; Yellow - five, 
purple two, green - two, orange - two, grey - one.
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Table 2
Participant
NO:
Year in which
course
undertaken
Environment in 
which Midwives 
work
Average number of 
examinations undertaken 
weekly-
Other roles 
and
responsibilities
1 2008 Acute 2 per week
2 2010 Community 5-6 per week No
3 2010 Acute 7-14 per week
5 2008 Acute 1 -2 per week
6 2008 Acute 4-6 per week
7 2009 Acute 8-10 per week
8 2004 Community 1 per week
9 2004 Community 1 per week on average, 
sometimes more often.
No
10 2004 Midwifery-led-unit 1 per week No
14 2000 Acute Frequently, either 
examining or assessing
1 12 2000 Acute None
17 2006 Acute None
In addition to the examples given above participants included a postnatal ward manager, 
birthing unit manager, continence advisor, lecturer practitioner. Two of the ten with additional 
roles were able to undertake significant numbers of examinations (participants three and 
seven); this was due to their place of work. For all the issue of time was an important 
consideration and impacted on the number of hours or days they had allocated to clinical 
practice where they had the opportunity to examine babies. To maintain confidentiality and to 
ensure participants could not be identified detailed information regarding their specific 
additional roles and responsibilities has not been included in the table above. However, the 
researcher has included a column to indicate those participants without additional 
responsibilities.
4.5 Sampling
In grounded theory sampling, data collection and analysis occur simultaneously (Elliott & 
Lazenbatt 2005). It is recognised and well documented that sample size in grounded theory
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is not determined in advance of the study and sample size should be guided by the following 
principle; “the researcher continues to ask questions until they are persuaded that a 
conceptual framework has emerged that is integrated, that explains the phenomena of 
interest and that no new phenomena are emerging” (Ingleton 2004:113).
The researcher was cognisant of the need to attract midwives working in comparative places 
(different Trusts and clinical environments) to maximise the potential for differences in 
concepts to be realised, therefore identifying approximately equal numbers of participants 
from each of the Trusts was important but not a pre-requisite. What became apparent during 
the interviews was that the researcher had been able to attract participants from all relevant 
areas of the maternity services without realising or appreciating the significance until the 
interviews were taking place. The differences in the participant’s experiences were almost 
certainly influenced by their place of work and length of experience as a midwife. This 
informed the discussions the development of concepts and building of the theory 
subsequently increasing the ‘explanatory power’ of the theory (Corbin & Strauss 2008a).
Whilst a number of midwives who were utilising their EONB skills expressed an interest in 
participating in the study, both in writing and verbally , after ten interviews with midwives who 
utilise their skills, saturation was felt to have been reached and no new phenomenon 
emerged. Therefore those midwives who had expressed an interest but were not required to 
participate were informed in writing and thanked for their interest.
Only two participants who are not utilising their skills agreed to participate, both are now in 
senior management positions but maintain their registration and practice as midwives. 
Further discussion regarding these participants follows in chapter six and chapter seven.
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Some argue there are risks in theoretical sampling as there is a risk of bias from the 
researcher when selection of participants is undertaken (Ingleton 2004). The researchers 
intention was not to select participants rather that they self select to participate and therefore 
negate bias, it is believed this was achieved and is demonstrated more clearly in the section 
on recruitment to follow.
4.6 Theoretical sampling
The purpose of theoretical sampling is to identify, explore, compare and develop the 
concepts (those that are the basis from which analysis is derived) which have been identified 
by the participants and are relevant to the evolving theory (Strauss & Corbin 1998).The 
cumulative effect of theoretical sampling maximises the potential to explore variations 
presented by the participants and subsequently targeting of those that are directly related to 
the evolving theory.
4.7 Recruitment
The aim was to;
• Recruit and interview midwives who were currently undertaking discharge EONB.
• Recruit and interview midwives who had completed the discharge EONB qualification 
but do not use this in practice.
• Recruit and Interview local HOM (or their Deputies).
Recruitment to the study was achieved in two ways, one by attracting participants who had 
completed their EONB training in the last two years and were on a database of EONB
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mentors, the other from participants involved in an audit undertaken in 2006 (McDonald 
2008b).
The researcher as module leader for the post registered EONB course, has a ‘mentor 
database’ (maintained by an administrator at the University) of over 100 midwives who have 
undertaken the course mainly at Anglia Ruskin University in Chelmsford, but also from other 
Universities. Some midwives are no longer utilising their EONB skills but wished to remain on 
the database for information and interest. Those who do not wish to remain are removed.
The researcher undertook an audit in 2006 (McDonald 2008b), of midwives with the EONB 
qualification, at the time participants were asked if they would be willing to take part in further 
research at a later date. Those who were willing to do so and utilising their skills at the time 
completed a response slip (38) with personal contact details. In 2010 the researcher was 
able to send a letter inviting those who had completed the response slip if they were still 
willing to participate in this research study. In addition to these all students who had 
undertaken the EONB training over the last two years (2008-2010) were invited to participate 
in the study.
Fourteen midwives from the initial 2006 audit responded, in addition to six midwives whom 
had completed their EONB training in the last two years. This provided the researcher with a 
comprehensive representation of midwives from the varied demographic area of the East of 
England. Participants were identified from the five NHS Trusts; the proportion of participants 
from each Trust was felt to be comparable. Although the Trust, colour coded yellow (table 2), 
had four participants, three of which are identified as working in the acute area, one was 
based on the postnatal ward, another in the birthing unit and a third worked on the labour 
ward, postnatal and birthing unit, giving a varied representation from this one Trust. By
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including participants from the same Trust but working in a different environment provided an 
interesting and often conflicting perspective to the study findings, for example; one 
participant suggested certain babies came under their remit for discharge but another from 
the same Trust suggested otherwise.
Initial but not official recruitment of HOM was undertaken at their meeting in 2010. An 
overview of the study was given at this time, the researcher was also able to seek their 
opinions and gain approval to approach them as participants to the study and confirm that 
they would be willing to act as a local collaborator in ethics approval for their individual 
Trusts. All agreed at this time that they were willing to participate.
In accordance to ethics approval all participants were sent an introductory letter and 
information sheet about the study explaining why they had been approached and seeking 
their acceptance to participate. Consent was also sought and given. All documents pertaining 
to ethics approval and participants can be found in appendices 2, 3,4,5,6, 7.
4.8 Data Sources
Semi-structured interviews were the main source for data. In addition to the taped 
recordings, note taking, memoing and personal reflection of the researchers own thoughts 
and impressions following the interviews took place.
The data (including all those originally transcribed by hand) was then managed and analysed 
using the Atlas ti software package. This software was made available for the researcher to 
use part way through the study and supported data collection, storage and retrieval.
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Understandably the computer has no comprehension of the data and no analytical capacity 
however, it was extremely helpful when retrieving information specifically codes, memo’s and 
quotes, its main strength is that of being able to create order of the vast amounts of data 
which are generated (Corbin & Strauss 1998). From the first steps of opening a hermeneutic 
unit, to the uploading of the primary documents and details of specific attributes for each 
participant, for example socio-demographic data, followed by the initial identification of 
preliminary codes, analysis began.
The researcher acknowledged the potential benefits of utilisation of Atlas ti however, 
following the first few steps of what is described by Corbin & Strauss (1998:276) as 
‘computer aided text interpretation to facilitate analysis’, the researcher felt that she could not 
make full use of the Atlas ti software, the complexities of a computer-aided programme 
which, could potentially change the quality and feel of the research meant that further 
analysis of the emerging theory would be complemented by using other creative tools, paper 
pencils and diagram’s.
4.9 Data Collection
Data collection in this study consisted of semi-structured taped interviews of each participant 
in the study (17 in total). The interviews were all conducted at a time and venue suitable to 
the participant (Wood & Ross-kerr 2006:194). All interviews were conducted face to face by 
the researcher (chief investigator). With the permission from participants audio recordings of 
the interviews captured the data.
The researcher’s background is as a registered Midwife with a number of years working in 
clinical practice in the East of England. Since 1998 she has worked in Higher Education as a
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Lecturer in Midwifery; since October 2008 her main role and responsibility has been as 
Director of Continuing Professional Development and Postgraduate Portfolio within the 
Faculty of Health Social care and Education. During this time she has continued to maintain 
her midwifery registration and teach midwifery, specifically as module leader for the post­
registered midwives on the EONB course.
Participants were chosen as they were needed and not before the research had begun 
(Morse & Field 2002:130). It was anticipated that up to a potential 18 interviews (midwives) 
would be required and between three and five HOM. This would have increased if saturation 
has not occurred (Guest et al 2008). Although the researcher thought she may have to look 
further afield for midwifery participants this did not prove to be an issue. Data was collected 
from 17 participants in total, 12 midwives and 5 HOM as discussed earlier.
4.10 Challenges for the researcher
The researcher acknowledged that potentially it would be difficult to recruit the group of 
midwives who no longer use their EONB qualification and was cognisant that for a true 
representation and data saturation the researcher would need to have a minimum number of 
participants; the number anticipated would be a minimum of six (Guest et al 2008). However, 
as identified above and discussed further in chapter six, this was not achieved with only two 
participants who do not utilise their skills, attracted to the study.
A further challenge for the researcher was an awareness that she knew the majority of the 
participants well and was concerned that they may respond in the way they thought she 
wanted them to, her hope was that participants would feel able to express their thoughts and
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feelings freely. Participants did communicate easily; they appeared comfortable and were 
very forthcoming in their responses.
4.11 Ethical Considerations
The research study required research governance approval and satisfactory IRAS ethical 
review (Cluett & Bluff 2006), this was achieved in June 2010 with further ethics approval from 
the 5 participating Trusts in addition to the University of Surrey’s ethics approval over the 
following 10 weeks. Interviews commenced in August 2010 and continued until January 
2011. The principle of non-maleficence was adhered to with regards to data collection 
(interviews) and storage of data. Data was stored on a password protected computer and 
accessed only by the researcher.
Explicit informed consent was sought from participants (Hickson 2008:107) prior to the 
commencement of the study and then reiterated prior to the interview taking place. All 
participants were given a unique study number to ensure confidentiality of the individual and 
to ensure their and their workplace’s confidentiality and anonymity was maintained. All 
participants were fonA/arded a copy of their transcript and whilst a few responded with 
comments all stated that they were happy with the transcript. The majority did not respond 
and only one asked for reference to her role to be removed from the transcript.
It was imperative that participants fully understood the study, including the aims and 
objectives therefore information (supporting literature) was given to them (Watson et al 2008, 
Hickson 2008, Wood & Ross-Kerr 2006), prior to the interviews and then discussed briefly at 
the time of the interview; the researcher specifically reiterated the issues of confidentiality, 
and their ability to withdraw from the study at any time (Corbin & Strauss 2008, Gibbs 2007).
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4.12 Rigour
A common criticism of qualitative research methods raised by Draper (2004) is the 
suggestion that qualitative studies are more ‘subjective’ because of the researcher influence, 
this therefore poses a threat to the rigour of a study. With the use of semi-structured 
questions facilitating the participants to articulate their experiences, it was anticipated that 
this risk was reduced (Low 2002). Data which is gathered must accurately reflect what the 
participants say. Sharing the findings with participants was one way in which to ensure 
validity and dependability of the study (Elliott & Lazenbatt 2005). But also specifically to 
ensure the views and findings of the researcher were congruent with those of the participants 
(Bryman 2012). It is suggested that the researchers’ own accountability should be 
considered along with interpretation and objectivity (confirmability). Cognisant of this the 
researcher considered carefully her responses to participants questions during the interviews 
and subsequently when completing transcription and coding.
By working closely with her supervisors the researcher is assured that the rigour of this study 
has been maintained. Credibility, fit and relevance along with workability for this study has 
the researcher believe been demonstrated with detailed and accurate descriptions of the 
setting, participants and sampling, data collection and analysis (Strauss and Corbin 1998, 
Mathers & Huang 2004:85, Chiovitti & Piran 2003) the researcher believes this study is 
transferable, it could be replicated and the findings provide the basis for further research.
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CHAPTER FIVE: The Process of Data Analysis
5.1 Introduction
In this chapter a detailed plan of how the research study was conducted is presented. The 
process of data analysis, from interviewing to transcribing through the steps of coding, open, 
axial and the paradigm model is explained. Finally selective coding is discussed in which a 
description of the integration of the categories is given and an explanation of how the core 
category was identified. The writing of memos and use of diagramming is discussed as well 
as the use of reflexivity in the process of data analysis. A precise description of the tools and 
techniques which were utilised to gather and analyse the data in addition to comprehensive 
information regarding the procedures followed; what happened where, when, why, and how, 
is given (Cluett and Bluff 2006)
This study was designed using the grounded theory method. Collection and analysis of the 
data was commenced utilising the grounded theory process, an approach that is described 
as ‘iterative or recursive’ (Bryman 2012:387). Hickson (2008) suggests data management 
and analysis follows six key steps, following closely to that of Corbin and Strauss (2008), 
commencing with organisation of the data for analysis, then focus on material that is 
important, code data that is similar into categories, reduce the data by developing categories, 
‘broad themes’. “An explanation or theory is then constructed around these themes and 
interpretation of the data provided” (Hickson 2008:143) In addition, Strauss & Corbin (1998) 
suggest that consideration must be given to the researcher’s influence in the analysis of data 
(Charmaz 2010).
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5.2 Interviews
The principles of good interview techniques are well documented and include; utilising a 
conversational tone, being a good listener, not interrupting, honesty, prompting the 
participant if necessary but not rushing them (Strauss & Corbin 2008, Low 2007, Morse & 
Field 2002). The researcher was cognisant of the need to let participants describe their 
thoughts and feelings; commencing each interview with the question, “In your opinion why do 
you think midwives do or do not practice the discharge exam/naf/or??” followed by prompts if 
necessary to facilitate the discussions. Not having undertaken interviews before the 
researcher was also aware of the need to be prepared to undertake reflective interviews 
(Mathers & Huang 2004, Strauss & Corbin 1998) and to detail how the interviews went within 
the study report (chapter six).
Time and resources were allocated to allow the researcher to visit participants both in their 
own homes or their Acute NHS Trusts, whichever the participants opted for. Interviews were 
divided equally between the participants' own homes or in a private area of the NHS Trust in 
which they worked. Those interviews which took place in the Trust did not feel as relaxed as 
those in the participants' own homes, mainly due to the space in which interviews were 
conducted and noise levels outside of the rooms which at times was distracting. During four 
of the thirteen Trust based interviews we were interrupted by other staff; although fleetingly, it 
did impact on the flow of the interview (Strauss & Corbin 1998). Overall participants 
appeared relaxed and comfortable they were all able to talk freely and were honest in their 
communication.
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The interviews in this study focused on:-
• Midwives’ personal motivation to undertake the training, their experiences, 
expectations, practical support and perceived or realised barriers to carrying out the 
discharge examination in practice.
• HOM personal thoughts and opinions with regards to the midwives undertaking the 
EONB course; their expectations, support for staff and their hopes and expectations 
for the future of midwifery training.
It was felt that it would be advantageous to undertake a pilot interview in the first instance 
utilising previously identified open-ended questions (appendix eight). Following the pilot 
interview the same set of questions were utilised, although it was used as an aide mémoire 
as the researcher was keen to allow participants to lead the interviews and only if necessary 
refer to the questions.
5.3 Pilot Interview
A midwife who undertook the training in 2009 and actively discharges newborns on a regular 
basis was willing to participate in a pilot interview. Subsequently she was included within the 
study. She came to the study with two perspectives to her practice, one as a midwife and the 
other as the manager of a postnatal ward. It was anticipated that she could offer a view that 
would combine the perspective of the midwife and managers. Her interview (participant 7) 
was both informative and enlightening. The researcher identified the questions she had 
formulated were sufficient.
Following the pilot interview the researcher identified the need to specifically ask midwife 
participants how many examinations of the newborn they were doing. She also became
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aware after the first three interviews that participants did not know about the National 
Screening Committees NIPE programme which was one of the questions, and she would 
have to explain more about this if necessary after the interviews had ended rather than 
during the interview. In addition she did not explore the question ‘do you feel EONB should 
be included in the pre- registration curriculum? at the time of the interview only afterwards if 
asked, as she was aware that her thoughts and feelings about this may influence participants 
responses (Jones & Alony 2011).
5.4 Transcribing
Verbatim transcription of the 17 interviews was undertaken by the researcher. Interviews 
lasted between 23 and 55 minutes each; the shorter interviews were with two heads of 
midwifery and two community midwives, although one of the community midwives spoke for 
approximately one hour after she said she had completed the interview and the tape had 
ended. In addition to the interviews observations and notes of the participants’ non-verbal 
cues and any comments made after the tape had finished were made as an aide-memoir 
which the researcher had produced for each interview. These were transcribed and filed for 
reference by the researcher and used as data if appropriate. All interviews were proof- read 
by the researcher following the tape-recordings and corrections made to typewritten 
transcripts, names of staff or Trust specific details were removed and replaced with name in 
italics. Participants were sent the transcripts electronically as previously agreed with them for 
their approval and comments.
5.5 Coding
Initially eight of the interviews’ were transcribed and coded by hand; in the first instance (5 
interviews) the researcher without fully realising and appreciating the implications of this was
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coding sentences. However, following discussions with her supervisors, she returned to the 
interviews and commenced line by line coding facilitating a much more detailed and accurate 
analysis of the transcripts. Following access to the computer software programme Atlas ti 
electronic coding of all 17 interviews was undertaken.
5.5.1 Open coding
The data was initially open coded line by line using broad empirical themes, followed by 
constant comparison of data and interpretation. At the first level substantive, open coding of 
action words, incidents, events and cluster’s of words occurred. Patterns and concepts 
emerged and were extracted, for example: environments, philosophy of care, holistic care, 
and length of stay, perceptions, emotions and audits. These can be described as interpretive 
conceptual labels or substantive codes (Polit et al 2001, Tavakol et al 2006, Strauss & 
Corbin 2008, Morse & Field 2002:131).
In the early stages of open coding the researcher commenced writing descriptive and 
theoretical memos; these were often based on her previous knowledge and understanding of 
concepts identified by participants. The researcher felt it was important to record these for 
future discussion and analysis cross reference to where used. Corbin & Strauss (2008) and 
Charmaz (2010) recognise the difficulties for researchers who have prior knowledge and 
understanding of the area of study. They emphasise the need for the researcher not to 
introduce bias or opinions to the findings, allowing theory to emerge rather than any 
preconceived ideas to influence their thoughts. By writing down her ideas and thoughts 
enabled the researcher to somehow remove them from her mind and allow the data to 
express itself.
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Strauss & Corbin suggest differences can “emerge quite fortuitously” (1998:209) and 
variations which the researcher expects to find may not be there and new ones emerge. A 
clear indication of this was in the difficulties in attracting midwives who did not utilise their 
skills in EONB to participate in the study. With only two participants not utilising their skills, 
the researcher felt the best way to understand why midwives may not be motivated to use 
their skills, would be to ask those that do. Therefore all participants were asked what had 
motivated them to undertake the EONB and why did they believe midwives with the 
qualification where not using their skills. A summary of participants’ comments can be found 
in chapter six. Evidence pertaining to midwives utilisation of skills in EONB is discussed 
further in chapter seven.
Following the interviews the researcher felt this warranted further exploration, described by 
Strauss and Corbin (1998) as theoretical sensitivity. The resulting findings from data 
obtained from the five trusts can be found in chapter seven. They clearly indicate that the 
numbers of midwives not utilising their skills was significantly lower than any of the 
participants and the researcher anticipated with over 95% of midwives utilising their skills, it 
was a moment of serendipity, a theoretically significant event in view of the perception of 
midwives within this study and the literature which indicates midwives are not utilising their 
skills (McDonald 2008, Townsend et al 2004).
5.5.2 Axial Coding
Charmaz (2010:186) describes axial coding as “A type of coding that treats a category as an 
axis around which the analyst delineates relationships and specifies the dimensions of this 
category. A major purpose of axial coding is to bring the data back together again into a 
coherent whole after the researcher has fractured them through line-by-iine coding”. Through
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the process of open-coding the researcher identified 12 sub-categories initially. By linking 
and combining codes together 12 became seven then five to finally four. Through the 
process of axial coding codes were constantly compared with each other to ensure they were 
mutually exclusive, these were then linked and are known as theoretical constructs (Benton 
1991) or axial coding (Cluett & Bluff 2006). The identification and connection of categories 
was carried out, axial coding is said to allow for an added density of a category. Figures 1, 2 
and 3 demonstrate the process of data analysis undertaken by the researcher.
Figure 1
Depicts the four categories and emerged core category.
Philosophy
Midwifery
Integration 
of EONB 
Into Holistic 
Midwifery 
Practice
Political
Financial
perspective
Change in 
Culture 
perception 
& practice
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Knowledge 
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Figure 2
Example of category Training & Knowledge’ with identification of substantive codes and 
amalgamation of sub categories
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The data obtained, as has been discussed can be complex with numerous concepts, 
identifying and linking these can be made easier with the use of the paradigm model, seen in 
figures 4 and 4a below (Strauss & Corbin 1998:89, Gibbs 2007:87). Corbin and Strauss 
(2008:89) describe this as a tool and suggest, “The paradigm is a perspective, a set of 
questions that can be applied to data to help the analyst draw out contextual factors and 
identify relationships between context and process”.
Figure 4
Paradigm model
Causal condition Context
Phenomenon
Intervening
conditionsStrategies
Action /Interaction/ 
Emotions
Consequences
The Phenomenon is the central idea or event. Causal conditions (the why, where, when, 
how, what) will influence the central phenomenon. Action/interaction/emotions- are described 
as the responses individuals make in response to the ‘phenomenon’. Consequences are the 
outcomes and responses which are identified by the actions/interactions. Strategies are the 
means by which the phenomenon can be addressed they may be goal-orientated or
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purposeful. Context refers to the location of the event whilst intervening conditions refers to 
those conditions which facilitate or constrain the identified strategies. Gibbs (2007:87) states 
“ The model must be grounded in the data and essentially derived inductively from the data”. 
Figure 4a represents a paradigm model specifically in relation to the category (concept) 
training and knowledge acquisition.
Figure 4a
Training & Knowledge Acquisition paradigm model
CPD How to access. Motivation Supervision & 
support, inequality
Training & Knowledge 
Acquisition
Training & Quality
Holistic care, Integration of 
ENB pre-reg
Clinical practice, updates, detection, confidence, 
guidelines and standards
Extension of the midwives role. De-skilling the paeds
5.5.3 Selective coding
Selective coding was the final stage of the data analysis (Gibbs 2007, Cluett & Bluff 2006, 
Strauss & Corbin 1998). Selective coding facilitated the emergence of the core category by
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means of systematically refining and amalgamating tfie categories. Codes were categorized 
and re-categorized, to describe situations events incidents or phenomena (concepts), until 
the following four categories, training and knowledge acquisition, philosophy of midwifery, 
change in culture- perception and practice, political and financial perspective, allowed for the 
identification and denoted the integration of concepts around which the core category, central 
phenomenon, in this study emerged.
5.6 Integrating the categories
Integration of the categories is identified as the final analytic step in theory building (Strauss 
& Corbin 2008). When all categories have been developed no further analysis is required as 
theoretical saturation has been achieved (Corbin & Strauss 20008, Mathers & Huang 2004). 
By bringing together and interrelating the properties and dimensions of the categories, 
findings are presented into a larger theoretical scheme.
5.7 Identifying the core category and basic social process
Strauss & Corbin (2008) suggest only one central phenomenon should be identified around 
which all other categories are linked. Integration of EONB into holistic midwifery practice has 
been identified as the core category in this research study. This core category conveys 
‘theoretically’ what this research study is about and has the ‘greatest explanatory relevance’ 
(Corbin & Strauss 2008:104). The abstract concept of holism and integration of the newborn 
was consistently referred to by all participants within the study, and it felt as if there was no 
‘forcing of data’, the concept just evolved. The researcher wrote in her diary June 2012, “/ 
have been able to identify a core category almost by chance, when writing a paper for 
publication, opportunistic verses holistic, it obviously needs refining, but this is what an
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emerging category must feel like, Its good because so many of the midwlves have the same 
perception. Training and knowledge acquisition Is an Important sub category because It 
captures all Issues related to doctors verses midwlves, roles and responsibility, plus pre- 
reglstratlon training which Is core to the findings”.
The final step in the process of data analysis was the identification and development of a 
theory. The researcher considered the phenomenon contextually utilising Strauss and 
Corbin’s (1998) conditional/ consequential matrix. The matrix encouraged the researcher to 
undertake an analysis of significant micro and macro conditions and consider the relationship 
between these and the resulting consequences on the phenomenon. Unlike Glaser (1978) 
who is critical of the matrix, Hildenbrand (2007:556) identifies the “conditional matrix and 
coding paradigm not as Instructions, but as proposals” and the, “conditional matrix and 
conditional path are points of orientation that are not forced upon the material”. The matrix is 
discussed further in chapter eight.
5.8 Writing the memos
An important component of grounded theory is considered to be memo-writing or ‘field 
notes’. Glaser (1978:83) refers to memoing as “the core stage In the process of generating 
theory, the bedrock of theory generation”. Memoing is said to have a dual purpose in 
grounded theory; it helps to control the quality of data analysis in addition to controlling 
distortion and researcher subjectivity (Elliott & Lazenbatt 2005). Strauss & Corbin (1998) 
define memos as “written records of analysis that may vary In type and form” (Strauss & 
Corbin 1998:217). The idea is that rather than being descriptive memos can be conceptual 
and can facilitate analysis and “provide direction for theoretical sampling” {Strauss & Corbin: 
241). They can be utilised in a number of ways and are considered to come in a variety of
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formats and distinctive types, from code notes to theoretical and operational notes which, 
should not be confused with each other. Strauss and Corbin (1998:218) suggest that memos 
evolve as the research progresses growing in “complexity, density, clarity, and accuracy”.
The writing of memos and producing diagrams began with the researcher's initial analysis 
and has continued throughout the research process. They have evolved and been amended 
as the research has progressed providing clarity of thought and feelings, facilitating the 
conceptualisation of the data.
In the early stages of open coding the researcher wrote memos in the margins of her 
transcripts, not ideal suggests Strauss and Corbin (1998) as these can cause confusion and 
be misleading. However as a new researcher and wanting to capture thoughts and feelings 
this information provided the researcher with some concepts which subsequently were 
revised and utilised with the use of the computer programme Atlas ti. In addition memos 
have been written on post-it notes when reading texts and articles, in a notebook and on a 
large wipe board; this enabled the integration of diagrams and memos to be incorporated 
allowing the synthesis of several memos into a cohesive concept, an example of two memo's 
written after interviewing participant 3 follow;
“Name Is very experienced midwife; recently she challenged SHO and gave rationale 
for not doing SBR test. Yet she has to write referral forms for the SHO If a baby 
needs referrals and then has to get them to sign the form, how Is that right? I asked 
name how she feels about this and she said she had not considered this before.
“It’s Interesting because I am getting different responses to referral processes from 
the midwlves; they have different processes even In the same Trust. I need to explore 
this further”.
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5.9 Diagramming
Diagrams are visual representations of the written word; they are also the researcher 
believes a means of depicting relationships between concepts. Opinion differs in the use of 
diagramming in grounded theory for some it is helpful when generating concepts (Bryant & 
Charmaz 2007). For others it is a means of supporting the work (Stern 2007:122). Initially the 
researcher wrote lists’ for each category but these changed as analysis progressed. Later 
during the process of axial coding and as the researcher became more theoretically sensitive 
(Strauss & Corbin 1998) they became more diagrammatic. Representations of these are 
found above and in the findings and discussion chapters.
5.10 Reflexivity in the process of data analysis
In addition to memo-writing, it is suggested that researchers should reflect on and record the 
whole grounded theory process from inception to data collection and analysis, theory 
development and the recording of the findings of the study. Reflection enables the 
researcher to express their beliefs, bias, and values. ( Jones & Alony 2011, Willig 2009:37, 
Mathers & Huang 2004:88, Morse & Field 2002:91). Bryman (2012:393) suggests “reflexivity 
entails sensitivity to the researcher’s cultural, political and social context”. For the researcher 
the research process has been enhanced and illuminating by reflecting on interviews and 
writing memos.
5.11 Rigour and Validity in data analysis.
Data which is gathered must accurately reflect what the participants say. By sharing the 
findings with participants was one way in which the researcher sought to ensure validity and
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dependability of the study, (Elliott & Lazenbatt 2005). A common criticism of qualitative 
research methods raised by Draper (2004:79) is the suggestion that qualitative studies are 
more ‘subjective’ because of the researcher influence, this therefore poses a threat to the 
rigour of a study (Chiovitti & Piran 2003), as identified above. However, with the use of open- 
ended questions facilitating the participants to articulate their experiences, it is anticipated 
that this risk was reduced (Low 2002:83). It is the researchers’ own accountability which, 
should also be considered along with interpretation and objectivity (confirmability).
5.12 Conclusion
Credibility for this study has been demonstrated with detailed and accurate descriptions of 
the participants and their environment; the researcher was cognisant of the need to maintain 
confidentiality and this she believes has been achieved. Although it is acknowledged that 
validity can only be applied to this setting and time and place (Mathers & Huang 2004:85), 
“Validity In Its traditional sense Is consequently not an Issue In grounded theory, which 
Instead should be judged by fit, relevance, workability and modlflablllty “ f  Wikipedia 2009:3). 
The transferability of findings from this study to the general population is the researcher 
believes possible when considering the demographics of the participants.
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6.1 Introduction
In this chapter an overview of the findings of the study is presented. The chapter commences 
with a detailed discussion of the four main categories. These have evolved from the sub 
categories which were constructed from the individual codes identified from the interviews in 
this study (see chapter five). The four categories are explored in more detail with the use of 
quotes from participants which the researcher has used to illustrate the concept more clearly. 
The chapter concludes with identification of the core category and further discussion of the 
emergent theory of ‘integration of EONB into holistic midwifery practice’ which is presented in 
chapter eight.
6.2 Findings
The four sub categories presented in figure 5 were constructed from the 74 codes which 
were identified from the analysis of the 17 line by line coded interviews (Chapter 6). The 
amalgamation of the codes within a sub category gave rise to identification of the four 
categories which are listed below. These in turn facilitated the emergence of the core 
category.
•Training and knowledge acquisition.
•Change in culture: perception and practice.
• Philosophy of midwifery.
• Political and financial drivers.
Codes were supported with memos to define what they meant to participants and or the 
researcher. Some codes could have been placed in more than one sub category dependent 
on the participant’s perspective. For example, ‘NIPE- policy & practice’; NIPE is a policy
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document and there are recognised financial implications and considerations for its 
implementation in the fullest sense therefore, it has been placed in the political and financial 
drivers sub category. However, participants also referred to it in relation to training and 
knowledge acquisition. This is because the standards and competencies which were 
developed by the national screening committee form part of higher education EONB courses 
and should be adhered to by all health professionals who carry out the EONB.
Another example is the concept of ‘time’. Time was an issue referred to by all participants in 
the study in one way or another and fits into all sub categories. This code has been placed in 
the change in culture- perception and practice sub category, because the concept of time 
was most often related to the participant’s own perception of time. For example, a number of 
participants expressed concern as to how students would be able to find time to do the 
course with ‘all the other things students have to know and learn about’; others referred to 
the amount of time it takes to complete an examination. The following diagram (figure 5) 
demonstrates how the core category, ‘integration of EONB into holistic midwifery practice’ 
emerged. Chapter five provides a more comprehensive analysis of the codes in addition to 
demonstrating how some codes were amalgamated within the process of axial coding.
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Figure 5
Presentation of the emergence of the core category: Integration of examination of the
newborn into holistic midwifery practice.
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6.3 Training and Knowledge Acquisition
The concept of training and knowledge acquisition has been identified as a key 
category/concept because it encompasses so much of what the participants in this study 
discussed as analysed in the data. This is reflected in the number of codes within this sub 
category (chapter five; figure 3). Some of the higher level explanatory codes (Corbin & 
Strauss 2008) within this category have been identified and include the following: variation in 
the training opportunities for midwives and medical doctors, medical doctors not being 
thorough when performing an EONB, the opportunities to update skills and knowledge in 
EONB which varies considerably between participants in this study and appears almost non­
existent for medical doctors. In addition to the participants' lack of knowledge and 
understanding of the NIPE programme, the extension of the midwives role and potential 
deskilling of paediatricians. These have been explored further below with direct quotes from 
participants within this study.
All midwifery participants had accessed the post registration EONB course in the last 10 
years. The course requires practitioners to demonstrate advanced skills training which 
includes for example, observation and detection of the red reflex in the eye, auscultation of 
the heart and lungs for heart murmurs and respiratory compromise, abdominal palpation for 
organomegaly, cord placement and herniation, examination of the hips (to exclude 
dislocation), examination and palpation of the newborn limbs and descended testes, these 
skills are recognised nationally as part of the extended role of the midwife and identified by 
the Nursing and Midwifery Council (NMO 2008) and the National Screening Committee (NSC 
2008). More detailed information regarding the participants and the number of examinations
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they undertake on average weekly or monthly plus their main area of clinical practice is given 
in table 2 page 43.
6.3.1 Clinical updates and maintaining competency
Participants in this study, who carried out the EONB most often, either on a daily and weekly 
basis, were more confident in their skills and clinical competency and in their ability to 
question their medical counterpart's decisions. An example of this was given by participant 3, 
who stated,
7 do think it’s, it’s changed the way that I would question the paediatricians’ 
managennent If I found something. It’s given me more confidence to Insist In their 
Involvement In the case or like today, defending a baby from an unnecessary 
Intervention”.
The opportunity to maintain skills and access clinical updates varied amongst participants. 
Some trusts provided annual updates, in another there was no update. One attempted bi­
annual updating of staff with one to one support as requested and for some it had been 
integrated into the midwifery annual statutory updating. Whilst all midwifery participants 
wanted the opportunity to discuss evidence based practice and attend an update specifically 
related to EONB skills, this was not available across all five trusts. Participant 14 suggested 
that,
“the pitfalls are, midwlves with the skills being given the time to make sure their skills 
are maintained and their knowledge up-to-date and there aren’t many mentor updates 
done for practitioners that have got the course and I think there needs to be regular 
mentor update days provided at all Institutions that run the course because things 
change”.
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Participants recognised the benefits of being a mentor to post-registered midwives who were 
undertaking the course and having the opportunity to attend updates or just ‘getting together'. 
Participant 1 commented,
W e don’t have regular groups where we you know have the opportunity to get 
together, you know share articles or new research, actually we don’t have that and 
that would actually be very helpful”.
Although she said she was fortunate as she was able to mentor mid wives who were 
undertaking the course but she felt (and others agreed) that,
“It would be nice to have some sort of support mechanism where we got together, 
unfortunately we just, I know everyone would say this but It Is just so busy on a day 
to day basis that Its very difficult to build up those sort support groups unless Its sort 
of built Into the structure really, and as I say there Is that annual update which 
everyone loves to come on that”.
6.3.2 Continuing Professional Development.
Thirteen of the eighteen participants made reference to continuing professional development. 
Some referred to the opportunity to access continuing professional development within their 
trust which was good and in the form of study days and seminars in addition to mandatory 
statutory updates. All midwifery participants had been able to access trust funding for the 
EONB course. For some participants it had taken many years to be able to access the EONB 
course, due mainly to the number of midwives who wanted to access it. Some of the 
participants got paid study leave; others had to study in their own time, or by utilising their 
annual leave. Participant 1 stated
“The trouble Is at the moment the trust with any courses. Is that they have to be self­
funded and It puts midwlves off doing It those courses, they’re not very expensive
Sharon McDonald 75 of 234
and the trust will give study leave but I think midwlves resent having to pay out to do 
that updating”.
Whilst it has been identified that some of the Trusts offered in-house EONB updates and had 
introduced support and peer assessment (discussed later), none of the Trusts had stipulated 
how many examinations a midwife should undertake to maintain competencies and skills. 
This, as agreed by the NSC 2010, is for the midwife to determine as part of her professional 
code of conduct. Participant 12, eloquently stated,
“If we have to ‘prove’ at certain points In time that we are still competent to examine a 
baby then we should have to ‘prove’ that we are still competent to do antenatal care, 
to give postnatal care, to conduct a normal delivery, to suture a woman you know the 
whole spectrum” .
Whilst participant 9, a very experienced midwife voiced concern with ‘missing something’, 
this was echoed by some of the other participants,
“Generally speaking, I suppose I just worry about I always worry, I think everyone 
worries about missing something don’t they, and trying to keep updated”.
For this reason having the opportunity to undertake examinations on a fairly regular basis or 
the opportunity to update, have peer reviews and support is important. Participant 12, who 
does not use her skills, acknowledged that lack of confidence along with ‘time’ had been one 
of the reasons for her not using the qualification. She stated,
“You get Into the situation that I ’m now In that I actually haven’t done It for about a 
year, maybe a year and a half and then you have the competency and confidence 
problem and so that’s where I ’m sitting right now....I really seriously have not got the 
time. I can barely get to my mandatory study days let alone have extra on top of It”.
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All those participants who utilised their EONB skills were motivated for differing reasons. Job 
satisfaction and provision of holistic care were quoted by a number of participants. 
Participant 1, 9 and 10 stated
“It’s a really empowering course to have to be able to discharge the babies” (P. 1) 
“Because where I work the GPs just don’t do It anymore” (P.9)
“I’m In a small team, people deliver at MLU and they obviously want to go home quite 
quickly” (P. 10).
Participant 4 described a very different experience in her previous place of work,
“My experience In the past, not here. Is that people did the course and then you 
would expect because they’ve done It that they would have the, erm how would I say, 
that they would have the motivation to continue to maintain skills and competencies. 
The reality Is a very small proportion of midwlves appear to do that where I was 
before and the difference between there and here Is that there seems to be 
somebody driving It”.
Significantly this comment came early on during the interviews and as the researcher 
undertook more interviews, it became apparent that in four out of five trusts there was a 
midwife who was very proactive in taking the EONB ‘agenda’ forward. By this the researcher 
refers to the development of rotas, the provision of updates and updating of EONB 
guidelines. The drive for collaboration between mid wives and medical practitioners was a 
little slower and seemingly more difficult to achieve in some areas Participant 5 found the 
following,
“ You know. If we ring a consultant obstetrician and say we’ve got a concern, they’ll 
come and they’ll do but If you talk to a consultant neonatologlst then It’s a different 
level of working relationship. If that makes sense and I think It has more to do with 
that than anything else. I mean It has Improved greatly over the last, maybe only 3 or
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4 years and hopefully It will continue to Improve and we have a much better working 
relationship with the neo natal unit now, particularly as we are now one division within 
the hospital.
6.3.3 Utilisation of EONB skills
It was difficult to determine how many midwives were actually utilising their skills in the 
Trusts from interviewing participants as none had a clear idea. The researcher believed the 
only way to determine some accuracy in numbers and the place of work for those midwives 
with the qualification was to approach a designated midwife or HOM in each trust to elicit 
numbers with the qualification to determine if they were using their skills or not. The findings 
are reported in table three; the total number of midwives with the EONB training and figure 
six; the environments in which midwives with the EONB skills were working.
The findings indicate that the actual number of midwives working in the NHS Trusts within 
this study with the EONB qualification and utilising their skills is noteworthy (94.1%). The 
introduction of rotas and staff allocated on a daily basis to undertake the examinations plus 
the introduction of midwifery EONB clinics has arguably made a difference.
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Table 3
The total number of midwives with the EONB training.
Total number of midwives 
with the EONB training
Number of 
midwives using 
their skills
Total number of 
midwives not using 
their skills
Reasons why these midwives 
were not using their skills
21 19 2 Both working in senior 
management posts
54 51 3 Need updating
50 50 NA
30 29 1 Management x 1 Although 2 
managers regularly do 
examinations of the newborn 
when workload heavy to facilitate 
discharge.
15 11 4 Reasons not given
The five Trusts in this study had a total of 170 mid wives with the EONB qualification. Only 10 
midwives were not utilising their skills, three because they were now working in management 
posts and three because they were not up to date with their clinical skills, no reasons were 
given for one Trust.
Figure six below highlights the environments in which the midwives with the EONB skills 
were working between July and November 2012. Interestingly the majority of midwives with 
the EONB skills were based in the community (n.51). This reflects the initial drive for 
midwives to undertake the EONB. It may also reflect internal rotation from the acute wards to 
community. The midwifery led units had the next highest number of midwives utilising their 
skills (n.28) followed by midwives on labour ward (n. 24). The researcher was surprised to 
see this number in comparison to the postnatal wards which had only 12 midwives working 
on these wards with the EONB skills. The researcher believes this number will increase 
based on the comments from heads of midwifery in this study, two of whom stated they
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wished to have all their midwives on the postnatal wards with these skills. Although 
Participant 11 stated
“I would like all of my community midwlves to be examination of the newborn trained” 
A clear distinction was not given between the numbers of staff described as, ‘specialist’ or 
‘management’ with regards to where they were based or working.
Figure 6. the environments in which midwives with the EONB skills were working.
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6.3.4 Confidence
The majority of participants made some reference to increased confidence after undertaking 
the EONB course; as a result of the increased knowledge and understanding of the newborn, 
they also felt more confident to question medical colleagues’ decisions and practice. 
Confidence in their ability to detect anomalies and increased competency in their practical 
clinical skills was also highlighted. Participant 5 stated,
7 am confident in my practice in as much as I have detected things in babies and 
then referred them on and been reassured that what i have detected has been 
proven. So i think the more you keep doing it the more confident and competent you 
feei doing it”
For some midwives the initial EONB, which would not normally involve the more detailed 
examination discussed within this study will be the way in which they maintain their skills and 
competencies. Other midwives made every effort no matter where they were working to 
maintain their skills, as participant 16 found when undertaking an annual supervisory,
7 have got a supervisee myseif who is now working in antenatal clinic...............she’s
got the examination of the newborn but when we do the supervisory, she does teii me 
that she does go down into the unit and try and do a check every now and again 
because she doesn’t want to lose the skill”.
Participants also acknowledged that six monthly rotations taking place in some of the Trusts 
had an impact on midwives’ ability to practice their skills in EONB which invariably could lead 
to lack of confidence. For some participants this was not an issue others were a little more 
concerned that they should have the opportunity to update their skills. Participant 2 stated 
that,
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“From my perspective if i did not have the opportunity for 6 months, i wouid feei very 
de-skiiied i wouldn’t have that i wouldn’t have that confidence to go and to go and 
examine that baby, obviously they are stiii doing that, the initial examination when the 
baby is first born”.
Three out of five of the Trusts had introduced rotas either on a daily or weekend basis. The 
main reason for this was to facilitate shorter stays for women, however, for midwives it has 
meant they have the opportunity to utilise their skills and increase their confidence in the 
examining of newborn babies. Data on the rotas are presented later in this chapter.
6.3.5 Medical doctors and Midwifery Training
Findings from the interviews highlighted a lack of knowledge regarding training for medical 
doctors but a consensus of opinion that there was a distinct disparity in the training and 
knowledge acquisition and ultimately in the physical EONB carried out by midwives and 
paediatricians. Interestingly all those midwives interviewed and all five heads of midwifery 
stated that the majority of junior paediatricians have little training in the ‘normal healthy 
neonate’ and all felt midwives carried out a more thorough examination, however none were 
aware of what training the doctors actually had. The actual training undertaken by medical 
staff to be able to undertake the routine discharge EONB is variable, as is the maintenance 
of skills and competencies (NHS Quality Improvement Scotland 2008).
Medical training to become a doctor takes on average seven years. According to the 
competencies framework for medical training there is no requirement to undertake specific 
training in the EONB infant (NHS Medical Education 2012). The comment ‘see one, do one’ 
was made by more than one participant and a consistent perception and criticism from the
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midwives is that the paediatricians who undertake the EONB do not do so thoroughly. Often 
this was reconciled to inadequate training by their doctors. When participant 2 was 
undertaking the EONB course she spent a month following SHOs around doing EONB 
checks and was ‘horrified’ with the SHOs’ training and examinations. Participant 12 
commented
7 see very Junior paediatricians do the examination and whereas i had to do a 
course which for me lasted 6 months. They stiii see one, do one, and some of the 
skills that i actually see the junior paediatricians use are quite frightening”.
Another example of this was given by participant 5 who examined a newborn under the 
supervision of her mentor. The newborn baby had already been examined by a paediatrician 
under the supervision of his registrar. The baby’s mother, who was an obstetrician, 
commented that she was,
“Dumbfounded in the comparison of the two”
Participant 7 suggested that they should undertake orientation and have the opportunity to 
work with a registrar for;
“At least the first three days, or one week when they are attached to a postnatal ward 
or neonatal unit or, you know, paediatric ward, whenever they go they should have 
more input from ...a senior”
Of the 17 participants, only two support medical doctors with their training in EONB. 
Participant 14 provides minimal training for medical doctors, she stated,
7 get an hour for them to witness me do an examination and that is it. That’s the total 
training the STs get... They get an hour with me and they may get an hour with their 
registrar and then they are up on the wards and the registrars go round and watch
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them, but in my opinion that is nowhere near enough time for them to iearn the skiiis 
that are required”.
For General Practitioners (GP) who continue to provide the EONB examination at home, they 
may have only experienced a short placement in both the neonatal unit and children's ward. 
Many GPs no longer offer EONB although this may change with changes to government 
funding (DH 2012a, DH 2012b). Anecdotal evidence from a number of the community 
midwives in the study is that often GPs carry out an unacceptable EONB. Participant 14 
stated,
“The GP wouid come in, say “that’s a beautiful baby”, listen to the heart over the baby 
grow, wiggle some hips about and walk out”.
Participant 11 commented that general practitioners previously used to attend maternity 
updating but no longer do so although she felt that they should. Whereas in one NHS Trust 
there was evidence of shared learning and active mentoring of medical colleagues by a 
midwife, in others this was not happening. Participant 12 suggested that;
7 don’t think paediatricians accept the fact that they don’t do the assessment 
thoroughly or as accurately as a midwife does. So until it’s taken on board by the 
medical team that their skiiis aren’t as effective as they should be, i don’t think we will 
move on and there is stiii some reluctance, especially within my Trust for them to 
acknowledge the fact that they probably need to look at their skiii sets”
6.3.6 NIPE Guidelines and Standards
The majority of participants were not well informed about the National Screening Committees 
Newborn Infant Examination Programme (NIPE). There appears to be no consistency in the
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standards and competencies of the examinations, although emphasis within the National 
Screening Committee NIPE Standards and Competencies policy is on maintaining 
standards, quality and consistency in the physical examination in practice (NSC 2012).
What was evident from the interviews is a variation in all five NHS Trust Guidelines for the 
EONB and standards for timing of discharge and referrals. In addition the expectation of 
many paediatricians is that ali mid wives undertake EONB. One head of midwifery, participant 
15, in the study highlighted the need to determine the boundaries,
“the paediatricians are ied to beiieve that aii midwives can do the EONB and we have 
to continuaiiy remind them that we are oniy doing the ‘normal’ and ‘low risk babies’ we 
are not doing the ‘high risk babies”.
Increasingly however, the remit is changing and whereas once midwives were only 
examining ‘normal term healthy babies’, if and when they were able to within their busy work 
schedules, now the criteria for discharge by a midwife includes babies born by for example, 
elective caesarean section and mild meconium, (NICE 2006). The more experienced 
midwives were happy to extend this further others felt they should stick to low risk.
“You know, there are a lot of high risk babies that you could quite happily take on and 
examine and there are some that you couldn’t or wouldn’t want to at aii”(P.8)
“i think we should stick to low risk, i  mean i can see why elective section babies, you 
know, they should be done by us i  can’t see why they shouldn’t’ be but then there’s 
this business with the meconium and then suddenly oh it’s okay if its thin meconium, 
whereas any meconium before was no you can’t do it and you just sort of think, are 
they going to start giving us more and more that maybe we shouldn’t be doing” (P.9)
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The risk here though is being able to produce guidelines which make a distinction between 
those midwives who are experienced compared to the newly qualified midwife who will be 
competent in the normal but not necessarily confident when extending the boundaries to 
examine those babies who would previously have been deemed high risk. Participant 13 
suggests a solution to this is,
“You know, to me you’ve got high risk and you’ve got iow risk, it ’s iike consultant 
obstetrician and midwives. You work together to provide this service. So there’s a lot 
of split between the paeds and the midwives that do these checks but i also think, 
with the amount of midwives we’ve got doing EONB, you could get specialist within 
the team who are prepared to take on slightly higher risk babies. So you’re 
extending, it’s iike the advanced neonatal nurse practitioners, so you’re moving 
midwives that are really interested in neonates and want to get slightly more high risk 
into that area”
Conversely in another Trust although participant 7 was very experienced in caring for high 
risk babies on the transitional ward and felt confident to undertake the discharge of babies 
considered high risk, she would still call on her paediatric colleagues to undertake 
responsibility for those babies whom she felt should remain the remit of the paediatricians 
she stated;
“ The oniy babies i know i can’t take is babies that have been poorly, you know, with a 
situation of pneumonia or infected with Group Strep”
6.3.7 Extension of the midwives’ role, de-skilling the paediatricians
Acknowledgement was made by all participants that undertaking the EONB was a natural 
extension and enhancement of their role and should be the responsibility of all midwives
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(Lomax 2011), currently there exists a dichotomy in the care we offer to mothers and babies, 
continuity of care for the mother should extend to the baby. Whereas in the past midwives’ 
did not for example, suture women or cannulate this is now part of their normal practice. 
Some participants were not sure that this was a good thing participant 8 for example said, 
.‘W e’re getting more and more and more qualified at things, it’s really good because 
we’re able to do so many things but we just don’t have the time to do it”.
Participant 17 stated,
“It’s like canulations for example, now that we know how to do it; the doctors don’t 
want to do it anymore”.
Some participants suggested the risk of midwives undertaking all normal discharges is that 
potentially paediatricians could be de-skilled; as a result when they become registrars they 
may not have the skills and expertise in the normal neonate, participant 5 suggests instead 
that;
“We should be looking at is increasing the skiiis of the paediatricians rather than 
taking over as such”.
However, a number of participants identified that paediatricians seem reluctant to undertake 
the examinations of the normal newborn; instead they concentrate on examining the high risk 
infants. Participants suggested that increasingly paediatricians are relinquishing 
responsibility for the EONB and in some cases, as discussed in the data leaving EONB until 
later in the day hoping the midwives will undertake the examinations or even making a ‘u 
turn’ (P.3) when they see a midwife with the EONB skills on the ward. They will also leave 
the newborn babies in the postnatal wards and birthing units for the midwives to examine 
often without consideration of their workload. Participant 8 commented,
“They often try to get us to do ones that are not appropriate for a midwife to do. You 
know, the things that have had, mothers that have had medical complications, they’ve 
had fetal distress in labour, anything that’s out of the abnormal range we shouldn’t
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really be tackling but occasionally we, you know, we find that are, we do do them for 
the women, not for ourselves because otherwise they never get out the door”
These comments from participants are important to consider but having moved practice 
forward and taken on this responsibility of examination the newborn the answer it would 
seem is for midwives to work more closely with medical colleagues and collaborate more 
effectively. A good example of this comes from participant 7, a very experienced midwife; 
she mentors and supports midwives and maternity care assistants in the postnatal ward and 
the Junior paediatricians will seek her out for expert advice and support she stated,
7 am in contact with the paediatric team every day. They ask me questions. They ask 
me for reassurance as well”
6.4 Change in Culture- Perception and Practice
This category is concerned with participants’ feelings and perceptions, it identifies the 
participants’ motivation to utilise their skills in EONB and what they believe de-motivates 
midwives to utilise their skills in EONB. The category focuses on the codes related to the 
culture embedded in practice and the roles responsibilities and relationships between 
midwives’ and medical doctors. The findings identified that for some midwives and 
paediatricians a positive change in the culture of working relationships is taking place but for 
others it is still a challenge; participants’ identified that mutual understanding and 
acknowledgement of the skills among professionals is required to facilitate this. The findings 
above in relation to this category are explored further below with the additional concept of 
time which as identified in the introduction could have been integral to all categories but is 
explored further within this category.
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6.4.1 Motivated or de-motivated to utilise skills
All midwifery participants were asked what had motivated them to extend their practice and 
undertake the post registration EONB training and or (specifically HOM) to give some 
indication why they believed some midwives use their skills once qualified but others do not. 
Comments were varied but similar reasons, as the researcher expected, were given for 
motivation to undertake the course.
Midwife participants stated it was an empowering course. Only two commented on the 
‘kudos’ the qualification gave them. Others stated they had been motivated to undertake the 
course because it was practical and hands on; it enhanced their skills and for all enabled 
them to provide holistic care and complete their role as a midwife. Participant 5 captured 
what many participants expressed she stated,
“the reason I went on the course was to complete the whole picture because at the 
time i worked in a group practice where we could care for women from conception 
through to transfer to Health Visitor without them ever seeing a doctor of any sort, 
except for examination of the newborn and then we had to bring in either a GP or a 
paediatrician to do that By doing the course and completing the course i was able to 
provide the whole maternity care package if you like for aii of the women, well iow risk 
women, within my care without them ever having to see a doctor. So it kind of 
completed the cycle”.
Those participants who were utilising their skills also identified constraints which for some 
were ‘frustrating’, ‘lack of equipment’ was quoted by one participant.
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Participants suggested that there were a number of reasons why they believed midwives did 
not utilise their skills:
• not enough time to do it
• time constraints with their other responsibilities
• pressures of work
• the environment in which they worked- lack of opportunity to utilise skills
Time was identified by all participants as an issue and this is discussed further below. A 
number of participants suggested that the environment in which midwives worked would 
impact on them having the opportunity to examine babies and not enable them to utilise their 
skills, participant 14 stated,
“If you don’t use it, you lose it. They lose their confidence because the examination 
of the newborn has moved on so much; i feel that they feel they no longer have the 
skills that are required to keep them up-to-date and professional”.
The perception from some participants was that community midwives had the opportunity to 
examine babies but because most were examined in the hospital they had insufficient 
numbers of babies to examine (community midwife participants opinions varied) and that for 
some midwives working in acute settings there would be significantly more high risk babies 
so the doctors would be examining these babies. Participant 14 for example suggested,
7 think midwives don’t use the examination of the newborn qualification because they 
work in an environment where they have not been able to utilise their skills 
effectively”.
Midwives were anxious they would miss something and the increased responsibility was 
suggested by three participants was a reason for not utilising skills. Support was identified by
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only two participants as available for those midwives who have missed something in the past 
when examining a newborn and those midwives were now reluctant to practice (as identified 
by participant 1 as a reason for one midwife not wanting to do the EONB), or midwives who 
may be anxious or new to examining the babies.
Two participants suggested they think midwives did the course because managers had sent 
them on the course. Participant 13 suggested,
7 think that they have done the course for the wrong reason to start with. They’ve 
either been Hi advised; they thought it was going to give them some kind of speciaiist 
skiii that wouid give them some kudos”.
Because the course is so popular and many of the Trusts have waiting lists for staff to 
access the training, participant 15 controversially suggests that those midwives who are not 
utilising their skills
“Are probably just frightened of hard work”
Meanwhile participant 12 suggested
“The couple that i know that did the course and then haven’t practiced its solely 
because the weight of the responsibility actually quite frightened them in the end but 
then that was their personalities if you like”.
More than half of the participants suggested a lack of confidence was the reason for 
midwives not continuing to utilise their skills. Retirement and working in a different job was 
given as the reason by two participants, for midwives in their Trust not utilising their skills.
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Participant 3 stated,
“There’s a midwife who i know has just finished the course and she, she’s not reaiiy 
pushing to put herseif on that iist of people that do and even though she’s hospital 
based, she’s quite scared about being the person who’s going to do ail the babies on 
a Saturday”.
Participant 12 was one of only two participants not utilising her skills due to changing her job 
and moving into a midwifery management post, she acknowledged that she no longer felt 
confident to carry out the EONB, she did not have time to update and was not now working in 
an environment where she could utilise her skills. She stated,
“When i did the examination of the newborn course i practiced immediately, i did 
probably four years, three to four years of examining newborns ail the time, loved it. 
When i was based on delivery suite and then i was based on the postnatal ward i had 
hundreds and hundreds that i examined, so it was always something that i reaiiy 
enjoyed doing.... what happens is you become removed from clinical practice and 
that’s certainly what’s happened to me”
Whilst the focus is on midwives motivation to utilise skills and why midwives are de­
motivated to utilise their skills, HOM participants also had a view, participant 15 suggested 
she had many mid wives who wanted to do the course,
“Because it is really a practical course to do”.
HOM participants' reasons for sending midwives on the course ranged from facilitating 
continuing professional development, midwives wanting to access the training because it 
was one of only a few courses midwives generally accessed at the local University to
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providing a service they are required to offer and discharging women sooner, thus reducing 
the length of stay. Participant 13 succinctly stated,
7 think the main driver was the reduction of SHO paediatric numbers coming through
the system and their lack of ability to discharge babies quickly. So that’s one of
the drivers but also extension of midwifery skills and more specialist midwifery skills 
and midwives on the whole usually have far more experience in managing well 
babies than SHO’s do, paediatric SHOs who could be one day into the job and have 
never seen a baby prior to that so for me that’s an important extension of midwives 
roles”
6.4.2 Perceptions and attitudes to roles responsibilities and relationships.
Data obtained from the study identified that there is a need to look at and clarify the roles and 
responsibilities of the midwives who perform the EONB. All participants spoke about the 
relationships they had with the paediatricians. Some participants suggest that there has been 
a change in the role and responsibility of mid wives who now undertake in some areas the 
majority of the normal newborn examinations. This change in practice has had a significant 
impact on the care for mothers and babies, not least in facilitating an earlier discharge home. 
For some midwives and the paediatricians they work with this has brought about a positive 
change in the culture of working relationships, for others it continues to be a challenge. 
Participant 8 said,
“As far a relationship between paediatricians and midwives, I still think they are a little 
bit scratchy about us doing it. I think they quite like us doing it because it actually 
means they haven’t got to do so many”.
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From a positive perspective two participants stated,
“we have a very good team of paediatricians, I would always talk to a paediatrician 
registrar the paediatrician registrars are very, very good they would always 
reassuring, they would always see parents if ever there was a probiem”(P10)
“I do find the SHOs often come to me and ask my advice when they detect 
something on a baby” (P3)
All participants in the study identified that they would only expect to refer a baby for whom 
they had concerns about or required a second opinion on, to a paediatric registrar. The more 
experienced midwifery participants were also more able to challenge their medical 
colleagues if they felt their position was being undermined by the paediatric registrar sending 
a SHO in their place. As identified by participant 8 and 14,
“ I would only want to refer to a registrar, I will bleep a registrar teli them my problem 
and they’ll send down their SHO, which I ’m not very happy with and I’ll get back on 
the phone and I’ll say excuse me. I ’m not referring like- to- like here, they have no 
more training than I do and in fact I have more training than they do, so I want to talk 
to you and not an SHO” (P8.)
“Because of the person I am, if I have a referral I will document my referral and then I 
will phone the paediatric registrar and do a verbai referral and I will also ask when 
they are coming and if they don’t give me the response I require, I will then go down 
to the neonatal unit and I will see them face-to-face and explain that I want this baby 
seen in a more timely fashion” (P14) .
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Currently all of the participants support midwifery colleagues and student midwives in clinical 
practice and acted as mentors not only for those midwives who undertake the EONB training 
but also for some their medical colleagues. Participant 7 for example is one of a number of 
the mid wives from one Trust, who has been asked to assess junior paediatricians for 
competency,
“ When they first start assessing babies on the postnatal ward I assess them doing an 
EONB baby and I have to sign it yes. Assessing the whole environment,
temperature, hygiene, everything I have been involved with about three doctors.
Also when they having the training...they ask me....for an assessment, how they 
perform in the postnatal ward examining babies”.
Participant 14, undertakes EONB updates for midwives in clinical practice, she also teaches 
the medical doctors’ EONB and is introducing peer observation for midwives and medical 
colleagues to facilitate their learning and shared knowledge and understanding.
“In 2012 we are going to get all of our practitioners to be peer reviewed and they’re 
going to have a peer review form that the keep for themselves and I’m just going to 
keep a list of everybody that’s been peer reviewed”
Whilst the provision of support was not evidenced well in the data other than that identified 
by participant 14 above, participant 9 highlighted the importance of the support from her 
colleagues when undertaking the examinations of the newborn in a community setting with 
no medical support available,
“probably one of the reasons that we do do them because we are all very supportive 
and if we’ve got any concerns that we’re not sure about then we might get the next 
midwife who’s got the EONB to have a look as well, or If we’re there you know I’ve 
quite often been asked just to see what I think and vice versa”.
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Midwife participants claimed that as a result of being able to carry out the EONB they 
experienced increased job satisfaction, felt more confident and empowered. Participant 1 
stated,
7 do feel very good that I can do that examination of the, the discharge examination 
on babies, almost, because its seen as I higher level course, its actually, erm it puts 
you on a, sort of I don’t mean a higher level, but it does really enhance your practice 
as a clinical practitioner it definitely enhances your practice”
Participant 10 and 16 suggested,
7 think its part of our job, I think, you know nice to do it” (P10)
“Midwives doing discharges is just, you know, I think it’s briiliant” (P16)
Many participants expressed the view that the more mid wives with the qualification the easier 
it will be to fulfill their role and responsibility. Others felt the undertaking the EONB was 
daunting and a great deal of responsibility. Participant 11 suggested that by allowing ‘junior’ 
midwives to undertake the training and complete the checks,
‘It might cause a problem with the more senior, supposedly more qualified. There is a 
lot of there is still a lot of hierarchy in midwifery, as much as we like to think there 
isn’t. There is kind of elite approach with the senior midwives; they think they should 
be doing everything”.
None of the midwifery participants’ in the study gave the researcher reason to believe that 
they had experienced any problems with senior midwives’ or that they may not like junior 
midwives’ taking on this responsibility. Although she acknowledges this is a relatively small 
sample of the midwives and she is interviewing midwives with the qualification (Hunter 2005). 
From a different perspective participant 12 (an extremely experienced senior midwife) was
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worried about being judged, she is no longer using her skills to examine babies as she is 
now in a senior management position and because the EONB can be done by other 
clinicians she does not have to, although she would like to, she said,
7 find it quite hard to go and work ciinically because I feel I am being judged my 
competencies are being judged”.
Interestingly, further into the interview she did not express the same feelings about having to 
deliver a baby or undertaking suturing.
HOM in the study commented on the challenges faced to ensure midwives and 
paediatricians worked together. When one HOM was asked why ‘teams’ worked well in some 
units and not others she suggested,
“Nationally each unit will function for examination of the newborn dependent on the 
engagement you have with the consultant paediatricians and the engagement is not 
so good here. You know, they keep that power to themselves, and it is about control” 
(P13).
Data suggested a change in the perceptions of both mid wives and paediatricians would be 
beneficial to facilitate improved working relationships. With a need for mutual understanding 
and acknowledgement of the knowledge and skills they bring to practice. The opportunity for 
shared learning should be encouraged and is welcomed by the midwives. Participants 15 
commented,
“/ know when they were using one of the consultant paediatricians as a mentor, they 
found it very beneficial and actually that made better relationships with the midwife 
and the paediatricians”.
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Participants felt that it was important to work as a ‘team’ and not in isolation; they also felt it 
was essential to acknowledge when colleagues are unable to examine a baby due to other 
work commitments. Participant 3 was one of a number of participants who felt medical 
colleagues were expecting midwives to undertake all normal newborn examinations without 
consideration of their workload and other commitments. Participant 15 had had to speak with 
medical colleagues to make it clear that midwives could not take on the responsibility for 
examining all babies. Participant 3 voiced her frustration with the paediatricians and said,
“It’s a little bit of a hindrance that the paediatricians are aware that more and more of 
us are being trained, that actualiy when you bleep them in the morning to come round 
they say no we’ve been told that you midwives are doing that now. That’s what they’ll 
say and um, which isn’t the case obviously. That’s not our primary role”,
6.4.3 Time
The midwives’ perception of time is an ambiguous concept, but was perceived to be an issue 
of concern by all of the participants’, examples of participants perception related to the 
concept of time is given below. The time it took to complete the actual examinations varied 
between practitioners. Some participants suggested the more examinations you do the 
quicker you become but for many it took between 45 minutes to over an hour. In comparison 
the medical doctors took between 5 and 15 minutes. Participant 1, who undertakes on 
average two examinations per week, suggested it took her and colleagues,
“A good 45 minutes and that’s quite a lot of time when they’ve got other clin ica l... 
things to do on the wards”.
Meanwhile participant 12 suggested it would take her,
“Probably an hour and hour and a half to do the whole thing properly and I just have 
not got that time”
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However participant 5 was concerned because she had witnessed midwives who were,
“Popping around with a stethoscope and an ophthalmoscope a bit like the 
paediatrician^’.
She recounted a conversation with a midwife, who had just done 7 examinations,
7 thought crikey you’ve only been up there fora couple of hours”.
She concluded that it may just be that they are quicker than her, and at least they were more 
thorough than the paediatricians.
A number of participants reflected on mother’s experiences of postnatal care which was 
affected by the time they had to wait to be discharged. Participant 15 stated,
“The women get a good experience and they’ve had a lovely delivery but if they’re sat 
waiting for ages to be discharged, I mean that’s not good so we’ve got to make sure 
that it’s good for them. You know, and it’s nice that they’ve just dealt with the midwife, 
everything’s been low risk and the midwife can say “yes, absolutely fine, you can go 
home”. But to be sat waiting for a paediatrician to come is just, makes it really, really 
difficult”.
Many participants stated their concern was that they were not being given enough time to 
complete the EONB with their other roles and responsibilities Participant 8 commented,
“It’s very much an extra responsibility which we wili, we are more than happy to do if
we have the time or that’s our allocated task for the day. We don’t want to
encourage them to send them all out that need checking because we’d never get 
through our day”
Lack of time which is available within the pre-registration curriculum to be able to include the 
EONB was identified by participants in addition to the time given to midwives to allow them to
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undertake additional study and clinical updates in the EONB and limited or no time to 
practice skills which would facilitate them in maintaining competencies these have been 
explored further in this chapter in clinical updates and maintaining competency, extension of 
the midwives role and the core category.
6.5 Philosophy of Midwifery
Whilst only one participant (P4) referred directly to the philosophy of midwifery, indirectly all 
participants made reference to what in essence for them is the philosophy of midwifery care. 
The codes which were identified by participants and associated with this concept are: being 
with women, holism, continuity of care, seam-less care, having an understanding of what is 
meant by normal and abnormal, identification of the roles and responsibilities of the midwife, 
maintaining accurate records of care, caring for high risk women and low risk mothers and 
babies in relation to the EONB, in addition to giving health promotion advice and support to 
all women. The findings of these explanatory codes are explored further and collectively as 
record keeping and risk, continuity of care, seamless and holistic care and holistic verses 
opportunistic.
6.5.1 Record keeping and Risk
Participants referred to the importance of undertaking accurate record keeping (as an 
autonomous practitioner a key and vital part of the role and responsibility of the midwife is to, 
‘maintain contemporaneous records’, NMC 2009) plus recognition of the importance of 
accurate history taking in relation to the EONB (both doctors and midwives). They also felt 
that this role ‘fits very well’ with the role and philosophy of the midwife. Some examples of 
participants’ thoughts are given below;
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Participant 2, (community midwife)
I f  they have a low risk pregnancy, low risk labour and birth then it’s just something 
else we can do within our role and the women really appreciate that, to have that 
continuity”.
Participant 10, (midwife- working in midwifery led unit)
7 might have only just met the woman but I might visit her again another day and if I 
go and visit her again another day, they feel like they know you and you know them 
because you spent 20 minutes looking at their baby with them. So I think it’s nice for 
that”
Participant 13 (HOM)
“Women, healthy low risk women, don’t need to see a doctor at all throughout 
pregnancy, child birth, postnatally and you almost put a high risk label on a baby 
when it’s been seen by a doctor for no good reason and I don’t think that’s good for 
midwives and I don’t think that’s good for women either, you know, midwives are 
more than capable of doing lots of things that doctors don’t need to do. So I think that 
continuum of a healthy mentality low risk pathway through the whole childbearing 
process is a good thing”.
6.5.2 Examination of the Newborn from Holistic to Opportunistic
A significant change identified by the participants in the study was a move from delivery of 
care from the holistic perspective to opportunistic. This was most often due to time 
constraints and workload. Participant 5 stated that in her Trust,
“Every morning a midwife is assigned to go to the postnatal ward and examine all the 
babies there that are, fall within the criteria for midwife checking that’s been agreed
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by the Trust and so I do that once a month and go and examine 4 or 5 babies or I 
might get called upon to just do a one-off”.
Participants were now undertaking opportunistic examinations of babies whom other 
midwives have delivered or working at times on an EONB discharge rota or in a midwife led 
EONB clinic. Participant 9 commented,
7 have known some of the girls just do examinations of the newborn all day to try and 
help, you know get the mums out, get the beds cleared”
Whilst some suggested opportunistic examinations and being allocated to a rota is 
fragmented care. Others perceived that although they may not have met the woman and her 
family before they undertake the EONB and they may not have cared for the woman 
throughout her labour and delivery, or even postnatally, they still provided holistic care but it 
was just delivered in a different way. Participant 5 stated,
“ That was one of the concerns I had when setting up the clinic to be honest was that, 
you know, were we becoming like the paediatricians and just do them on a factory 
basis kind of thing”
Other participants suggested this was better than not providing care at all; resulting in 
delayed discharges, women seeking their own discharges and not receiving the care they 
had hoped and anticipated. Participant 14 suggested that,
“Although you might think, yes maybe we’re becoming a little bit more medicalised by 
looking at a rota system, from what I see in clinical practice, and the feedback from 
the parents is the assessments that are done by the midwives seem to be far more 
thorough than the assessments that are done by the SHOs but I don’t have any 
evidence to say that the midwives are picking up problems that the SHOs might have 
missed. I think the parents just feel it’s far more thorough”.
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Participants also felt that as part of the EONB they all provided health promotion and advice 
which their medical colleagues did not and for them this was part of the holistic care they 
were able to provide. Participant 5 stated,
7 use that time as well to do some pro-active advice to the women regarding 
breastfeeding and things like that as we were taught on the course but as would be 
my normal practice anyway, you know, co-sleeping and all those sorts of things come 
out in conversation. So I think it’s a really useful contact with the women in that 
respect”
Increasing the numbers of midwives with the EONB qualification in all clinical areas was 
seen by participants as a way in which to facilitate the continuity of care and enable more 
seamless care, even if for some women it was only during the labour and delivery care 
episode. Participant 14 for example believed that those mid wives on the labour ward can still, 
“Deliver seamless care because the midwife that cares for the woman cares for the 
fetus during the birth, is the same practitioner that is actually doing the EONB. So 
she doesn’t have to go back and look through a really complicated history because 
she’s been there and she’s lived through that history, so she knows every bump and
bounce that baby’s had as well as the woman I think that it, by doing it that way it
helps prevent things being missed and we don’t have loop-holes that neonates and 
women can fall through”
Participant 2 stated
“It’s certainly been able to give me more opportunity to give more continuity of care 
for my women, from a case-loading perspective”
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When the first EONB training courses commenced some Trusts gave midwives working in 
the community priority to access the training, in others midwives working on postnatal wards 
attended, subsequently over the years those mid wives working in midwifery led units and 
birthing units have been given priority. Participant 12 informed the researcher that in her 
Trust they were seeking to ensure all midwives working in the birthing unit were able to 
undertake the EONB training to enable them to,
“Provide that complete package and that we don’t have to rely on the, did not have to 
see the paediatricians”.
The need for changes to the management and delivery of care were acknowledged by all 
participants, although concern was raised by participants’ that changes to the care being 
provided may not necessarily be for the women’s benefit, rather the driver was the demands 
of the maternity services. Participant 11 stated
“we don’t really want to keep women In postnatal beds at all, we’d rather they went 
home from labour ward but obviously not everybody is suitable to do that.....So it’s 
those kind of moving forward with it and hopefully we can get more postnatal 
midwives doing discharges and getting women out quicker”
The term holistic was perceived by participants in different ways but all believed they were 
offering holistic care in the best way they possibly could given where they worked and time 
given to undertake this role and responsibility.
6.5.3 Continuity of care, seamless and holistic care
The findings of this study identified that whilst midwives all sought to deliver seamless, 
holistic and continuity of care for the women and their families, the way in which EONB was
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delivered was changing. A maternity unit’s philosophy of care usually encompasses all areas 
within the maternity unit however different environments (birthing unit, midwifery led units) 
may have their own philosophy of care. The environment was a key consideration in the 
delivery of holistic care identified by participants. Distinctions were made by the participants 
with regards to their perceived ability and often their colleagues’ ability and opportunity (as 
discussed in motivation above) to undertake examinations dependent on the environment 
they were working in and based on whether they were team midwives, community midwives, 
working on postnatal wards or birthing units. Participant 5, works in a busy Acute Trust,
“the community midwives’ workload is high, they’ve been restricted in the amount of 
visits they can do because of costs and what have you so, you know, for them to 
examine every baby in the home wouldn’t be practical. In actual fact, I think babies 
are better examined in the hospitai in terms of keeping them warm under a radiant 
heat which they haven’t got at home”.
Participant 7 (working in the acute hospital) stated,
“I use it all the time in the postnatal ward”.
Participant 9 works in the midwifery-led-unit, she believes that whilst they may not have as 
many babies to examine as they do in the acute hospital setting, she feels the provision of 
care they are able to provide is more holistic, she said,
’’for me I think that it’s that you sort of see the whole story and you’ve seen them from 
the beginning to the end”.
Others suggested their delivery of care was much more midwifery focused and gave them 
the opportunity to provide continuity of care. Participant 2 is a community midwife and works 
in a team where there are a number of midwives with the EONB qualification; she stated,
“if I am on duty we do our up most to go and see then at home and then if I can offer 
them that service and going in later that day or the next day, to go and do the
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examination of the baby it just allows for that continuity to continue and they really 
appreciate that, and I have case-holded them from the beginning and they know me, 
we can share that right from the beginning they know me and for all of my other 
colleagues they get to know their mums”
Interestingly even though there were conflicting opinions and perspectives on the care 
provided all participants sought to provide holistic care for women and their families.
6.6 Political and Financial Drivers
There was a general lack of understanding and awareness of the political and financial 
changes which may impact on the commissioning and delivery of the EONB amongst 
participants in this study. This is not surprising as anticipated changes to funding for the 
maternity services and commissioning of services are not clear and have yet to be 
confirmed. Within this category consideration of the political and the financial drivers in 
relation to EONB are discussed these were identified by participants as; the GPs’ role and 
responsibilities in EONB provision and commissioning of services (discussed further below). 
Midwives undertaking the EONB provide financial benefits to the NHS Trusts. Midwives 
performing the EONB facilitate the reduction in the length of stay which is a Trusts CQUIN 
(Commissioning for Quality and Innovation). Collaboration between midwives and medical 
doctors is key to ensuring maternity services provide a holistic service to women and their 
families and Audit provides evidence to the clinical effectiveness and financial impact of 
mid wives performing EONB. These concepts are discussed further.
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6.6.1 GP Commissioning
The political climate is far from clear, the NHS is about to undergo change once more, some 
would say it is ever evolving, ‘what goes around comes around’, is a saying that springs to 
mind when considering certain aspects of change, not least the general practitioner’s role 
and responsibility specifically in relation to EONB. Five of the seventeen participants made 
reference to the possible future role of GPs in the commissioning of training and provision of 
services however, this was more about their perception of GP’s ability to undertake the 
physical EONB rather than whom GPs will seek to commission to perform the EONB in the 
maternity units and the community. Payment for this service is yet to be agreed and who will 
be responsible to deliver the care under discussion. Participant 4 in recognition of the 
changes taking place and seeking financial recompense for mid wives’ role in the EONB 
stated,
‘We have asked our PCT if they would be willing to support the midwives and not the 
GPs in doing it and I think from April onwards we are likely to get some financial 
remuneration for doing it.... That doesn’t apply for midwives in the hospital because 
the whole care package Is one and that includes a paediatrician”.
In the past all GPs undertook an EONB at home following discharge from hospital, whilst 
some continue to provide this service the full newborn check as discussed in this study and 
carried out by midwives and medical practitioners in the hospital is no longer performed by 
many GPs, how many is not clear, but currently in Essex most have absolved this 
responsibility to their medical colleagues in the acute hospitals and midwives. Those that do 
continue to offer the service are not perceived to be up to date. Participant 5 states,
“The way that GPs were paid for examination and care of women in labour, has 
changed remarkably over the last few years and really GPs don’t get involved
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particularly at all In pregnancy and Intrapartum care now. So for them to be 
examining the babies seem a misnomer really because they’re not Involved In any of 
the rest of the care. So I think that that has been a complete change because it used 
to be either the paediatrician checked the baby or the GP and now it was all falling 
onto the paediatricians who did literally come up and whiz round the ward in a matter 
of a couple of hours and do the whole lot because the GPs weren’t doing them. So 
there has been a complete change and a necessity for midwives to be doing the roie”.
6.6.2 Financial benefit of midwives performing examination of the newborn
Most midwife participants did not mention the political changes that may impact of the 
provision of midwifery services. Participant 13 was one of only four participants who 
acknowledged the expanding role midwives could take on within a changing NHS but her 
concern was that mid wives were so entrenched in tradition and said,
“Actually they need to get to grips with what’s going on in the NHS, because we’ll 
lose services otherwise”
Conversely, participant 4 was of the opinion that the EONB undertaken by midwives was a 
‘service her organisation’ offered and even though midwives were increasingly taking on this 
responsibility and expanding the remit for discharges both at home and in the community she 
did not see any financial remuneration would be forthcoming. Two interesting comparisons 
between the HOM , they have to reduce costs and identify ways in which to increase funding 
for maternity services but where one HOM felt services could be lost, another felt this was 
not going to happen and another was seeking auditable evidence to support the changing of 
payments for delivery of care.
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Participant 4, stated,
“There is a slightly ulterior motive for the midwives doing it, is because actually we 
can charge the PCT the privilege for us to do it because the GPs get paid everyone 
that they do. They get a separate tariff for that skill.
A stark reminder of the pressures maternity services are under was voiced by participant 11 
who stated (along with others) that,
“Maternity services could not afford to keep women in postnatal beds for any longer 
than necessary”
As previously identified the funding for continuing professional development did not feature 
highly in the interviews although many participants stated that there were many midwives 
accessing the course from their Trust and it was the most popular course because it was 
integral to practice they did not elaborate further or consider the implications of a potential 
reduction in the funding of continuing professional development.
Only participant 13 (HOM) suggested the service being delivered by her midwives may be 
questioned as financially viable. Having interviewed midwives from the same Trust as 
participant 13, it appears that her impression was that few midwives were undertaking the 
examinations of the newborn but in actual fact a significant number were, the issue here was 
that they had no data to substantiate this, however, this has been confirmed in the numbers 
sought from the Trust and identified in table three page 79.
“ You know, named PCT could easily turn round as this trust could and say we’re not 
funding these courses anymore because you’re not proving to us that you’ve got a 
service that’s worthwhile and that is generating income and that’s what they don’t get”
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Whilst in this Trust the HOM would not be seeking to send any midwives on the EONB 
course in the next financial year all others were. One HOM wanted to send more midwives 
on the course but could only send minimal numbers due to service needs and midwives 
accessing other training, although she had been sending at least two per year for the last 10 
years. Conversely at another Trust numbers have increased significantly over the last 2 
years from one or two to six next year. In two others the average number of midwives sent 
on the course was five or six. Participant 11 stated,
7 would like all of my community midwives to be EONB trained”.
All HOM participants interviewed had been responsible for sending staff on the course; most 
had accessed continuing professional development (CPD) monies via the Department of 
Health CPD funding stream, none knew what was going to happen in the future regarding 
funding for CPD in midwifery.
6.6.3 Reducing the length of stay
Reducing the length of stay is a NHS Trust CQUIN for all five Trusts included within the 
study. The Department of Health in its High Quality Care for All- NHS Next Stage Review 
Final Report (2008c) identified a need to integrate high quality care in the NHS. They 
proposed a quality framework which would bring clarity and a coherent approach to the 
measurement of patient safety, patients’ experience and satisfaction of care in addition to 
understanding the clinical effectiveness of care. To facilitate the sharing of evidence of best 
practice and innovation from both clinical and non clinical areas the NHS Evidence portal 
was set up. Qrganisations and individuals can access and download information, not least on 
examples of Quality, Innovation, Productivity and Prevention (NHS Evidence- QIPP 2012, 
DH 201 Od). NHS Trusts must also publish ‘Quality Accounts’ which detail the quality and
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clinical effectiveness of their services. To reward and provide an incentive for innovation and 
the provision of quality improvement, a payment system was introduced.
The CQUIN payment framework allows for, “ all local health communities to develop their 
own scheme to encourage quality improvement and recognise innovation by making a 
proportion of income conditional on locally agreed goals” DH (2008c:2). The CQUIN 
framework aims to support quality and build on work already being undertaken within the 
NHS.
Whilst there is a Trusts CQUIN for reducing the length of stay which is identified by 
participants as a driver for midwives to undertake the EQNB, participant 14 suggests that 
there should be a CQUIN for EQNB, this initiative would need to come from the National 
Screening Committee she believes;
“If NI PE get their act together and we can start to, maybe have a CQUIN for EONB, 
where we’re going to get maybe performance by results or there is money attributed 
to it, it may then become a trusts imperative”.
Fourteen of the seventeen participants made reference to reducing the length of stay in their 
interviews with identification of the implications both practical and financially in relation to 
cost savings from reducing the length of stay. Participant 1 stated,
“The whole focus from the Trust at the moment, a big driver that in fact is one of 
their indicators which, they are having to prove to the Primary care trusts to get 
funding is to have reduced length of stay and I think if you could show that it would 
reduce length of s ta y , and It definitely would reduce length of stay because of the 
time that people wait to see the paediatricians...., you know what I think financially it 
reaiiy would be a really good thing for the trust to do, to be able to have a midwife
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who could just do the EONB. You know so that people just would not have to be 
waiting all of the time”
Whilst reducing the length of stay is a priority for HOM and midwives the perception was that 
the same did not apply to the paediatricians. Participant 3 suggested
“ They don’t think, they’re not concerned if the woman goes home or not, you know, 
and if it’s after 5 by the time they get round her they say weli I ’m going home now it’s 
the end of my shift, she’il have to stay overnight”
A number of participants identified that the paediatricians were more focused, quite rightly 
some would say on the ‘ill’ and ‘high risk’ babies, not the ‘normal term neonate.
“Paediatricians rather than getting the low risk babies out first they focused on the 
high risk babies, so those low risk mothers that didn’t need to be in, were delayed 
unacceptably, basically “ ( P13).
“They will actually say to you, we need to see the ill babies first, you know, they 
want to see the ill babies first and then do the discharge checks, so the delay for the 
women erm who are low risk and babies who are low risk actualiy end up staying in 
longer” (P1).
Participant 15 reflected on what has historically always taken place and is a familiar story 
today,
“Historically what the paediatricians do is always go to neonatal first and we’re last on 
the list. So the paeds don’t arrive on the wards till 11, 12 o’clock or even later and the 
woman has been in all that time just waiting for it” (the newborn examination).
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Another driver which was referred to by some participants for reducing the length of stay was 
the availability of beds due to the pressures they were experiencing with increasing numbers 
of deliveries. Participant 13 stated,
‘We do 4,800 deliveries a year here now with 20 postnatal beds. You can’t manage a 
service with delayed length of s ta /.
Whilst the majority of participants made reference to reducing the length of stay and 
discussed the importance of this within their interviews, from the perspectives of the 
midwives they were much more focused around ensuring mothers had the opportunity to go 
home early if they wished to and to facilitate this they could carry out the EONB. From HOM 
perspectives the financial driver of the CQUIN- reducing the length of stay was their focus 
although women’s experience of the maternity service was obviously a consideration.
6.6.4 Structural reorganisation and working patterns
Changes to the working time directives for paediatricians and changes to the structure of 
delivery of care and working patterns were financial considerations for heads of midwifery 
participants in particular. Heads of midwifery in the study commented on the challenges 
faced to ensure mid wives and paediatricians worked together.
Working relationships between participants and medical colleagues differed between each 
trust and each midwife interviewed. Participant (6) from one of the Trusts is developing 
excellent working relationships with the paediatricians, evidence for this is that guidelines are 
being developed together and working in collaboration with one of the paediatricians she is a 
‘lead’ for the EONB’ (NSC 2008) but even she feels that.
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“ there is a huge problem between obstetrics and paediatrics and midwifery and 
paediatrics there is a big divide....that’s something we haven’t got over yet” P6.
Her comments are born out by the number of Department of Health documents in which 
there is no mention or little reference to the opportunity for shared learning. There is much 
written about the need to adapt, changes to roles responsibilities and working patterns (DH 
2010a, 2010b), but little or no mention of medical doctors and midwives (and nurses) 
learning together. Much is written about collaboration and opportunities for shared 
understanding however, no evidence of this was found in the most recent DH documents.
6.6.5 Audit
When asked if the EONB were being audited in clinical practice the majority of participants 
said that either they did not know if there was any auditing taking place or there was no audit 
of their practice in relation to the number of babies they were discharging and most said 
referrals were not audited. Participant 9 stated they did not undertake accurate auditing of 
their practice in relation to EONB she said,
“No the only thing we are doing is numbers so we do actualiy list who we do and who 
did it. So we’ve got the numbers for the months but no we don’t actually do proper 
audit really which would be a good idea wouldn’t it”.
To facilitate change in the way care is delivered and acknowledge the role midwives have in 
examining newborn babies, audit, is essential. Audits allow practitioners and managers to 
gather records and data of a given service or practice. Evidence both statistical and 
qualitative is often required to support and substantiate the existence and importance of 
delivery of care. It can also demonstrate outcomes and from a financial viewpoint justify
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requests for additional resources and identify cost savings. Some participants were aware of 
a book or a diary which was kept and examinations were recorded in these.
Two of the five HOMs knew for certain that audit was taking place; neither was sure what 
was being audited. Participant 5 stated,
“The only thing we are doing is numbers so we do actuaiiy list who we do and who 
did it. So we’ve got the numbers for the months but no we don’t actuaiiy do proper 
audit realty which would be a good idea wouldn’t it”.
Many participants felt their Trust was moving EONB practice forward by increasing the 
numbers of midwives accessing the training, introducing rotas and allocating staff on daily 
shifts to carry out the EONB. However, interestingly none had placed much emphasis on the 
importance audit can play in evidencing the impact of the service they are providing and the 
financial costs and savings that can be evidenced keeping women and babies in for longer 
than necessary as identified by participant 10 who stated,
“You know, we used to have a situation where women would be kept in overnight 
because they couldn’t do a baby check before they went and that’s a huge cost 
implication isn’t it, keeping them in bed overnight”.
Further discussion regarding audit identified that two of the five Trusts did audit practice both 
in the form of a hand written book, one on the postnatal ward, the other in a birthing unit 
(acute hospital). Both could provide statistical data with regards to the number of 
examinations undertaken by midwives, plus any referrals but they had no outcome data. For 
example, they may have documented a referral but no outcome or follow up data were 
available. Some audited specific areas, for example the birthing unit but not the community, 
and some kept a record of babies seen at the midwife EONB clinics but accuracy could not
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be guaranteed (P14). All midwifery participants recorded their examinations in the ‘red book’ 
or their Trusts newborn records but none had an accurate record of all the examinations 
done within their Trust. Some mid wives kept their own record (log book or diary) of their 
discharges but others unlike participant 7 did not. Participant 7 stated,
7 keep my book. I keep my all my records. All my babies in a book and i always put 
everything from parity to, so i  have details of mother and i always copy the hospital 
number because I want if something not right i always put the bed because i wiii 
remember that baby”.
Those who were carrying out some audit of practice suggested that it was poor due to a lack 
of resources. Participant 14 suggested,
“at this present moment in time, because we do not have the, the word i ’m looking for 
is secretarial support, the admin support our audit trail is really, really poor and it’s an 
area that we know we have to look at and we have to improve dramatically”.
During the interviews there was a recognition and acknowledgment from participants that 
there was a need to audit their practice and identified other reasons for doing so, participant 
2 for example, was concerned by the number of women being discharged home to the 
community who had not had their babies examined,
“/ think there does need to be an audit trail of these mums who are going home um 
going home inappropriately (P2).
However, it was only when she was asked who would be able to take this forward she 
considered that actually, she could, or her team of community midwives. Most had not 
considered how it could support them in achieving recognition of the number of babies they 
are actually examining and the financial implications for this in terms of their time.
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Participant 14 felt strongly that;
“When you’ve only got one or two people fighting the corner within a trust it ’s difficult 
to move it forward”
She suggested that unless EONB became a Trust CQUIN, resources both financial and 
human were unlikely to be directed to ensure adequate audit took place.
6.6.6 NIPE Programme- policy and practice.
The National Screening Committees NIPE programme outlined in its standards and 
competencies policy the need to have a ‘Lead’ who would take responsibility and 
accountability for the quality and consistency in the physical examination in practice (NSC 
2008: 7.3:37). Only two participants were aware of this, participant 14, and participant 6 who 
is actively involved in taking forward the NIPE standards and competencies with her medical 
colleague. Whilst participants 6 and 14 were recognised by their HCM as leading on the 
ECNB, in relation to updating, producing guidelines, training and mentoring, none of the 
Trusts had officially identified a Lead clinician. Whilst the suggestion by the national 
screening committee is that a medic should hold this responsibility it would seem more 
beneficial for mothers and the newborn if the role were a joint one with midwives and medical 
doctors working together.
6.7 Core Category- Integration of examination of the newborn into hoiistic midwifery 
practice.
The researcher believes there is one last relational concept which represents a significant 
link between all the categories and the core category, this is the following statement derived 
from the data: integration of EONB into the pre-registration curriculum wiii facilitate the
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integration of EONB into holistic midwifery practice. How this will be achieved is discussed in 
chapter 8. The following data provides the link between the categories and the core category.
All participants in this study had an opinion as to whether EONB should be introduced into 
the pre-registration curriculum. Of the 12 midwife participants, nine were positive about the 
prospect, two felt it was not appropriate and one had mixed feelings. Historically the 
perception was that a qualified midwife had to have a minimum of six months experience 
before she/he could undertake the enhanced training. However, in 2006 McDonald (2008a, 
2008b) and Mitchell (2003.a, 2003.b) identified that most midwives who have the EONB 
qualification believed it should form part of the UK pre-registration training. This was 
substantiated by the majority of participants in this study.
Participant 3 said,
7 have mixed feelings about it because from working with, my student before last 
was in her third year and i think the amount of work they have on and the stresses 
they’re under, um, i don’t know how they’d fit it in because it is very intensive and
they need to put the hours in they need to get the background reading done /
don’t know how it could be incorporated and also i don’t feel that they would yet then 
be experts at the normal baby....My main concern is really the time issue”
Participant 2,
7 think it needs to be a post grad module that midwives, when they have had the 
opportunity to, to have more experience with handling babies then they can bring 
more to the course from their own experience then they can say yes i ’ve seen a baby 
do that.
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This was an interesting statement as a number of the participants identified that they had 
detected anomalies following their training which during their midwifery career had not seen, 
but as a student they may have witnessed. Participant 9 stated,
7 think it wouid be a iot easier if everyone couid do them because then there wouldn’t 
be juggling, you know, everyone wouid be able to do them for their deliveries”.
Participants felt that it would enhance knowledge training and skills. Many participants said 
by undertaking the course their knowledge and understanding of the baby were so much 
better and they did not know how little they knew before they started the course. Participant 
8, was one of a number of experienced midwifery participants who voiced their surprise she 
stated,
7 thought that, you know, that i had quite a good knowledge base beforehand but this, 
you know it’s like a Pandora’s Box it was Just wow, why didn’t i  know this”.
Others stated that they wished they had learnt more about the baby when undertaking their 
initial training. Participant 6,
7 don’t really feel in my degree that we really covered the newborn that much .... i wish 
i ’d done it when i did my degree because it changed the way i even did the initial 
examination following delivery”.
Conversely a lack of confidence in challenging paediatricians, knowledge and experience of 
the normal neonate, were quoted as reasons not to include the training as part of the pre­
registration curriculum. Participant 3 suggested that you need to be an experienced midwife 
to be able to carry out examinations but then said,
“Or maybe that’s very old fashioned of me”.
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A number of participants felt it should be included in the pre-registration curriculum but were 
concerned about the amount of time it would take within the curriculum to undertake the 
learning. Others were concerned about what could be left out of the current curriculum if 
EONB were included. Participant 14, a midwifery practitioner, lecturer, proposed the 
following solution,
7 think the student midwives at the moment have a huge amount on the curricuium and 
a huge amount they have to iearn. i consider some of the modules on the pre­
registration curricuium are so far removed from the real practice environment that they 
couid go”.
It was clear from the participants’ responses that whilst many were keen to see the inclusion 
of the EONB into the pre-registration training, for EONB to be accepted and welcomed by 
both midwives and medical doctors, a change in culture and practice would need to take 
place. Interestingly this appears to be happening in one Trust in particular, participant 7 
identified that she trains maternity care assistants (MCA) in EONB, not for discharge 
purposes but to enhance their knowledge and understanding, as a direct result of her training 
MCAs have detected anomalies and referred appropriately. She felt along with other 
participants that student midwives are keen to know more about the newborn and that EONB 
should be included in the curriculum because as participant 4 simply but succinctly stated,
“it ’s a natural extension of the role of the midwife”.
As previously discussed in extension of the midwives role, de-skilling the paediatricians 
(p.15), participant 5 was concerned that newly qualified midwives might find it difficult to 
question paediatricians about decisions they make, although she acknowledged that this is 
more about the relationships between midwives and paediatricians than the student’s 
confidence and ability.
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The two participants who do not use their skills both felt it was a good idea. Whilst participant 
17 was concerned about the time factor for students to complete examinations with their 
other training requirements and medical colleagues seeing this as a way to absolve more 
responsibility, Participant 12 believed that it,
“Was a very pro-active way to move forward, i don’t, you know, it’s exactly the same 
as any other competency that a newly qualified midwife wouid come out with at the 
end. i don’t, i  don’t, i mean i haven’t really thought about it. i don’t, i don’t 
particularly think that it is something that you need to be, need to have more 
experience to do. i  don’t see why it can’t be incorporated and that wouid probably be 
a good way to move forward. ”
Four of the five HOM participants were positive about including EONB into the training as 
they also felt it was part of the midwives role and that it extended care of normal term health 
babies. Participant 16 stated
“...becoming a core as part of the training. That ail midwives have to, well not have to 
but have that skill rather than it being a choice and it just becomes part and parcel of 
their training, they come out with the skill at the end. i mean that wouid be great if we 
couid do that. ...historicaiiy we never used to repair perineums and then we started
the repairing of the perineums and then, now that’s part of their training so,  We
move on but for me if that was part of the training that wouid be great because then 
every midwife wouid come out with the qualification”.
Participant 11 identified the potential loss of training opportunities for post registered 
midwives if it were integrated into pre-registration training and participant (15) felt it should 
remain the remit of post registered midwives but was not against the idea she felt she would 
need to have more information about how the EONB would be integrated into the curriculum
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and understanding of the perceived benefits and potential risks. Participants’ 4 believed the 
following,
“Have it integrated, i do beiieve that it is something that can be done we have
midwives who are once they’ve qualified are able to deliver babies and ail the other 
responsibilities our autonomous practitioners that just fits, that to me fits in to the role 
so i wouid, i wouid be supportive of it”.
The data above links together the concepts identified in the four categories into the core 
category.
6.8 Conclusion
Integration of EONB into holistic midwifery practice has emerged as the core category in this 
study. The properties and theoretically coded relationships of the four categories linked 
together to represent the main theme into a coherent unifying concept (Corbin & Strauss 
2008, Glaser 1992). The researcher argues that all four categories, 1) training and 
knowledge acquisition; 2) change in culture perception and practice; 3) philosophy of 
midwifery and 4) political and financial drivers, related to the concept of holistic care and 
integration of the newborn into the pre-registration curriculum. They brought together the 
congruencies and identified the tensions in the research study and provided the explanatory 
power behind the theory of Integration of EONB into holistic midwifery practice. Whilst 
participants were asked what motivated them to undertake the EONB training and whether 
they believed EONB should be included in the pre registration curriculum as two separate 
concepts, what has emerged is that the provision of holistic care, which is what all the 
participants want to provide for mothers and their newborn, is perceived may be better 
achieved by integrating the EONB into their holistic midwifery practice. Greater exploration of 
this theory is found in the discussion chapter.
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CHAPTER SEVEN: Review of the Literature
7.1 Introduction
Following identification of the core category (chapter six) the following chapter commences 
with a brief discussion regarding the conflicting opinions in grounded theory for undertaking a 
literature review. Following this an exploration and critique of key studies identified in the 
literature in relation to the EONB has been undertaken. The aim of this review is to gain an 
understanding of the literature on midwives’ roles in EONB, to then correlate these with the 
findings of this study taken from midwives who practice EONB which, suggest the way 
forward is to integrate EONB into holistic midwifery practice. To do so requires consideration 
of the concepts of the advanced and specialist practitioner, specifically in relation to the 
midwife and EONB. There are limited studies available but those that are included in the 
review have facilitated the researcher in her justification for exploring the literature 
surrounding the advanced, specialist practitioner role.
A discussion based on the definition of advanced practice, competencies and characteristics 
of advanced practice, the perceived benefits and outcomes associated with advanced 
practice, in addition to the environmental contexts of advanced practice will be undertaken 
with supporting literature to give explanatory power to arguments for and against the notion 
of the need to be an advanced practitioner to be able to practice EONB.
7.2 Literature sources
Relevant literature was obtained from a variety of sources including primary literature, 
secondary literature and systematic reviews, published guidelines. Department of Health
Sharon McDonald 124 of 234
policies, grey literature and electronic searching. Electronic databases included Cochrane, 
CINAHL (Cumulative Index to Nursing and Allied Health Literature) Medline (EBSCO), 
Ml DIRS. Professional bodies’ Libraries/databases for example, the Royal College of 
Midwives (RCM), the Nursing and Midwifery Council (NMC) and the Royal College of 
Obstetricians and Gynaecologists (RCOG). Key words determined from the data included 
examination of the newborn, advanced practice, specialist and expert practice.
7.3 Literature review in GT
As previously identified in chapter two, controversy exists as to whether literature should or 
should not be consulted in grounded theory study; even Glaser and Strauss, originators of 
grounded theory, disagree, Strauss was an advocate of early review of the literature whilst 
Glaser believed the literature “must not be examined untii the researcher was in the fieid and 
codes and categories had begun to emerge” (McGhee et ai 2004-2007). Morse & Field 
(2002:37) recommends that the researcher in grounded theory should examine previous 
research critically and use work selectively. However, other opinions vary. For example 
Draper (2004:79) states that literature should not be consulted before the fieldwork 
commences. Crookes & Davies (2004:79) suggest that “in order to ensure that it is the data 
leading the development of theory”, literature should not be consulted. The risk here is that 
you might re-invent the wheel and you could be considered to be wasting time by not 
consulting the literature when information is already available. Benton 1991, Rees 2003, and 
Bluff 2006 suggest that all literature should be located, read and utilised even if it is not an 
extensive amount or important enough to incorporate into the literature review. They suggest 
the researcher is then informed but the knowledge does not restrict analysis.
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Cognisant of these conflicting viewpoints the researcher decided that she would not carry out 
a literature search. She had previous knowledge of the ‘EMREN Study’ (Townsend et all 
2004), but believed there to be limited literature other than this study specifically related to 
the EONB. She was also aware of the Mitchell (2003a, 2003b) study which had been 
identified from a brief search of midwifery Journals prior to commencing this study and had 
previously undertaken an audit herself (McDonald 2008b). The researcher also felt that she 
did not wish to be influenced by other literature which may be available (Draper 2004:79). 
Therefore a decision was made not to explore further research prior to undertaking the study. 
Once the study commenced and data collection and analysis occurred, a literature review 
was carried out to determine if anything had been published about the emerging concepts 
(Tavakol et al 2006:3). The literature review was therefore based on the emerging data and 
data analysis ensuring it was data driven/theory driven. The concept of the advanced 
practitioner had not even occurred to the researcher which has made the emergence of the 
theory more conceptually fascinating and invigorating.
7.4 Expanding the role of the midwife
The provision of midwifery care has evolved mainly in response to demographic and social 
changes. Government reports and Professional bodies have identified how the role and 
responsibilities of the midwife should or could expand (RCOG 2011, NMC 2010, DH 2010a 
Shribman 2007, DH 2003). Most midwives want to increase their knowledge and skills and will 
do so via programmes of continuing professional development study either in house or linked to 
Higher Education Institutes (HEI). They still want to maintain true to the traditional core role of 
the midwife, providing holistic evidenced based care (DH 2010a), To achieve this Newnham 
(2001:12) suggests, “midwifery care is based on a partnership with the chiidbearing woman” and 
“an underlying philosophy of birth that includes the belief that birth is a social rather than a
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medical event, that care should be continuous and woman-centred” {Nevjham 2001:12).This has 
been evidenced by the participants in this study and confirmed in chapter six.
Inevitably changes have taken place and midwives' roles and responsibilities have expanded 
mainly in response to increasing demands on maternity services, a significant example is that of 
the working time directive (DH 2009) which saw the medical professions relinquish roles and 
responsibilities to other professionals, notably the EONB. Some discussion and debate has 
taken place amongst professions, royal colleges and individuals as to the appropriateness of 
this (RCOG 2007 RCM 2002). Fundamental to the expansion of the midwives' role is recognition 
that the midwife is a professional in her or his own right and that whilst parameters in midwifery 
care need to be defined, midwifery care should be based on a midwifery model of care and not 
within a medical paradigm (Newnham 2001, DH 2010a). Allen (2004) in her analysis of field 
studies of nursing practice which were published over a ten year period, states “the evidence 
suggests that nursing has little to gain by continuing to pursue an agenda of hoiistic patient care
based on emotional intimacy. an important theme to emerge from this review is the strain
between ideals of individualised care and the inevitable routinisation and standardisation in 
healthcare provision” (Allen 2004:280). The findings from the researcher’s study suggest 
midwives, by the very nature of their work will often develop close contact with women and their 
families and they continue to aspire to the notion of holistic care but recognise that the 
boundaries and constructs of their care for women and their families need to change (Aranda & 
Jones 2008, Hunter 2005).
Green et al (1999) in their structured literature review undertook a review of the organisation of 
midwifery services in the UK. Their objectives were to determine from the literature how 
continuity of carer was defined, in addition to mothers’ views on aspects of continuity that 
mattered to them. Whilst the DH emphasises the importance and need to provide women with
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continuity of carer in labour, Green et al {1999:186) identified that the literature “does not justify 
prioritising this definition of continuity- rather the reverse” they identified that the quality of care 
and the continuity of care from someone women trust were more important than one to one care 
in labour only. The EONB by midwives facilitates the continuity of carer and improved 
satisfaction of women’s experience of care. This was identified by the participants in the 
researcher’s study and is discussed further in chapter seven and eight (DH 2010a, The NHS 
outcomes Framework 2011-12, Simms 2005, Townsend et al 2004).
7.5 Examination of the Newborn literature review
A review of the literature did not provide information or evidence to explain why the EONB 
became the responsibility of the medical doctor. It would seem that historically the medical 
profession took on this role with the movement from home to hospital, the establishment of 
the National Health Service in 1948 and the médicalisation of childbirth (Lomax 2011, 
McDonald 2008a). Subsequently general practitioners received numeration for the care of 
women and their baby throughout pregnancy Intrapartum and the postnatal period (Ball 
2012, DH 2010a). A new pathway payment system is being introduced in April 2013. The DH 
states; it will encourage “a more proactive and woman-focused approach to the delivery of 
maternity care” (DH 2012:2).
Most articles comment on or discuss the quality of the EONB, discuss who may be the most 
appropriate person to carry out the EONB and how to perform the examination (Lumsden 
2002, Lomax 2011, Rose 1994, Walker 1999). Very few studies have been undertaken to 
explore the midwives’ role and responsibility for undertaking EONB. The most influential and 
well known study was known as the EMREN Trail in (2004). Prior to this study Mitchell 
(2003a, 2003b) and Mackeith (1995) identified the following:
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• Mackeith (1995:35) “undertook a retrospective piiot study of the detection of 
potentiaiiy serious correctabie heart defectd\ Following review of 14 cases, only one 
case of unexpected heart anomaly was detected at the initial EONB. Mackeith was 
assessing the value of the examination carried out on the newborn and asked who 
the most appropriate health practitioner to undertake EONB might be. The main 
discussion focuses on responsibility and accountability, ‘i f  midwives are to become 
the iead professionai in examining the newborn, they must be wiiiing to take 
responsibiiity if defects are missed’. This study recognises the difficulty in detection of 
heart anomalies and conditions. This area is one of the biggest anxieties expressed 
by participants in the researchers’ study who also recognised the importance of 
training and maintaining skills and competences in this area of practice.
• Mitchell (2003a, 2003b), reports on midwives’ experiences of undertaking the practice 
of EONB. This grounded theory study took place in the West of England. 
Unstructured interviews were undertaken by Mitchell with a theoretical sample of 19 
midwives who had undertaken the EONB training (described as the neurobehavioral 
physiological assessment of the newborn or N96 in this study). Interviews were 
transcribed verbatim. The data identified three key themes; 1. The context within 
which mid wives conduct neonatal examinations’, 2. The Practice’ 3. ‘Professional 
Issues’ (Mitchell 2003 a 2003b).
Mitchell (2003a), identified a gap in service provision locally and the quality of 
examinations performed by medical colleagues, which had prompted the midwives to 
undertake the EONB. Advantages identified by participants in the study linked to 
quality. All mid wives expressed enjoyment and satisfaction in performing the EONB. 
They felt it was an appropriate part of their role. The opportunity to provide continuity
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of care and carer was also identified. The midwives had different opinions regarding 
general practitioners (GP) and medical doctors support, some were positive others 
not. Potential loss of financial remuneration was given by one midwife as a reason 
why she felt GPs did not want midwives to undertake this role. Medical colleagues 
had been impressed with the quality of the midwives examination.
Part 2 (Mitchell 2003b) of the study explored the midwives’ experience of conducting 
the EONB. The Practice and Professional Issues were discussed. Feedback from 
mothers and the professional issues associated with the competencies and 
responsibility of performing the examination were identified. The mid wives believed 
they compared ‘favourably’ to the medical doctors, that their examination was 
enhanced and more thorough in comparison. They had also had positive feedback 
from mothers who identified midwives’ ability to provide health education and advice 
and their communication skills were greater than the doctors. Midwives were also 
identified as being more approachable. They did not believe there was any need to 
formalise the numbers of examinations they undertook to maintain their competencies 
as their responsibilities and scope of practice were clearly identified by the NMC. 
They were aware of the need to keep their skills up to date but felt no formal updating 
was required. Those midwives in the acute settings and senior midwives found it 
more difficult to undertake EONB, due to workplace and workload.
Mitchell’s work has been introduced in chapter two, discussed in relation to the findings in 
chapter six and discussions of the core category in chapter 8.
The first post registration EONB course for midwives undertaking continuing professional 
development was developed and delivered in a HEI by Stephanie Michaledes in 1996; the
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introduction of this course was subsequently followed by many more at HEI across the UK. 
Each course has a different name, different delivery patterns and requires different 
assessments (McDonald 2008b) however, following the National Screening Committees 
introduction of standards and competencies in the EONB and subsequent NIPE programme 
all courses have adopted the standards and competencies within their curriculum (NSC 
2010, NSC 2012). The NSC identified standards and competencies can and are being 
integrated into pre registration curriculum. The EONB course has been one of the most 
pivotal to the extension of the midwives role. The course facilitates the enhancement of the 
relationship between health professionals and improves quality of care for mothers and the 
newborn (McDonald 2008b, Michaelides 1998). The EONB module which is delivered by the 
researcher is aimed at all health care professionals with a responsibility for the neonate. The 
module itself like others focuses on specialist knowledge and clinical skills, which are 
required to enable the practitioner to competently undertake a thorough EONB in their 
related area of practice.
Michaelides (1998) suggests that practitioners who are undertaking the EONB course to 
enable them to take on this role and responsibility for the general practitioners and 
paediatricians will be required to have a depth of knowledge and understanding which is at a 
higher level than they would have at the point of registration. Michaelides (1998:94) states 
that midwives who have accessed the course have “extensive midwifery experience, but 
often iimited neonatai theory and practice”. This is substantiated by the findings of the 
researcher’s study (chapter six).
The seminal study in relation to the EONB was the ‘Routine EONB: the EMREN study. 
Evaluation of an extension of the midwife role including a randomised controlled trial of 
appropriately trained midwives and paediatric senior house officers’ (Townsend, Wolke,
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Hayes, Dave, Rogers, Bloomfield, Quist-Therson, Tomlin, Messer, 2004). It is the most often 
quoted and reported upon study in relation to EONB. The authors are researchers, a 
consultant midwife, and a consultant paediatrician.
The EMREN study was commissioned and published by the Health Technology Assessment 
Programme. The HTA programme aims to produce quality research information based on 
costs, effectiveness and the broader impact of health technologies for the NHS. They work in 
collaboration with NICE and provide guidance to the NHS following specific review of quality 
and best practice. The conclusions drawn from the EMREN study were compiled and 
reported by the Health Technology Assessment NHS R&D HTA Programme in 2004. Papers 
were published 2002-2004 by the authors. A summary of the study is provided below with 
more comprehensive information in appendix 9.
• The EMREN study was a prospective randomised controlled study which compared 
the cost-effectiveness of midwives verses senior house officers (SHO) routinely 
undertaking the EONB. The objective of the study was to; assess the implications and 
cost-effectiveness of extending the role of midwives to include routine (24 hours) 
EONB usually carried out by junior doctors. In total 826 mother and baby dyads from 
a NHS District General Hospital in South East England were included in the study. 
They were randomised to either a midwife or senior house officer for routine EONB at 
about 24 hours and then again at 10 days old in the community (midwife 
examination). Methods to evaluate the study included;
o A ROT of maternal satisfaction with the routine EONB: day 1 and 3 months 
later (Wolke et al 2002). A full EONB was undertaken within 24 hours of birth 
and again at 10 days by a community midwife.
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o Quality of routine examinations using video assessment (Townsend et al
2004) Senior House Officers (SHO) and Midwives were videoed whilst 
conducting the EONB. These were then rated by an independent consultant 
and a senior midwife, 
o A national survey of Maternity Units. A questionnaire was sent to all maternity 
units to determine current practices in EONB, and a survey of Higher 
Education Institutions running the EONB training (Hayes et al 2003). 
o Qualitative studies exploring midwives perceptions and views and the 
opinions of SHOs, midwives, GPs and mothers (Rogers et al 2003, Bloomfield 
et al 2003).
o Interviews with midwives, paediatricians, GPs, and representatives of Royal 
Colleges, Training bodies, professional bodies and consumer groups: 
response to findings of the EMREN study and opinions about EONB 
(Townsend 2004).
The main outcomes measured were;
• Maternal satisfaction
• Professionals' opinion regarding the EONB.
• Quality assessment of clinicians’ performance.
• The number of referrals by midwives verses senior house officers.
• Cost savings and benefits
The results identified that maternal satisfaction was higher with midwives’ examinations. 
Examinations at 10 days identified few new health problems. There were no statistical 
differences in referral rates for midwives verses doctors. Videoed evidence indicated 
midwives were more thorough than senior house officers in their EONB. The National Survey 
indicated that 44% of maternity units had a midwife working with the EONB but only 2% of 
babies were examined by a midwife. Cost savings were identified if midwives were to
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undertake the examinations of the newborn, with substantial savings nationally. Professional 
bodies believed it would be valuable to have midwives performing the EONB.
The EMREN study concluded that the role of mid wives in undertaking the examination 
should be developed as it could result in cost savings, improved satisfaction amongst women 
and improved quality of the EONB. They identified that criteria for both the examination and 
the discharge of babies need to be clarified.
Findings from the EMREN study are consistent with the findings and discussions within the 
researcher's study and have been used to inform discussion within this thesis.
Post EMREN limited studies were identified in the literature and Steel’s (2007) and 
McDonald’s (2008b) are discussed below. However, studies and reviews undertaken by 
Clarke & Simms (2012), Lumsden (2012, 2005), Lanlehin et al (2011) Hutcherson (2010) 
which explored midwives experience and perception of EONB as an extension to their role 
identified similar findings to those of the researcher’s study. These included; an emphasis 
placed by midwives on holistic practice and support, the need for appropriate training and 
education, increased maternal satisfaction. Midwives perceived doctors had a lack of skill in 
EONB. Recognition was made by midwives of their limitations and identification of the 
tensions and frustrations in clinical practice with referrals, lack of time to undertake EONB 
and workload pressures. There was also acknowledgement of the need to foster 
multidisciplinary relationships (Lane 2012). Hutcherson (2010:3) identified that. Midwives 
were clinically effective in the EONB role however, it is “criticai that they have time to 
encompass the examination into a hoiistic framework of care”.
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In 2007 Steele undertook a phenomenological approach to study midwives whom had 
undertaken the EONB course 1998-2004 at the University of Greenwich. The aim was to 
establish why some midwives used their skills in EONB and others did not. Telephone 
interviews were conducted with 12 midwives, four of whom have ceased to use their skills in 
EONB and eight who continue to practice. Interviews were transcribed from audio 
recordings. Categories and themes were identified from the data and included; ‘support 
systems, working practices, mid wives view and factors preventing the use of new skills'. Lack 
of support from managers, medical colleagues and peers was identified as impacting on 
midwives ability to practice the EONB. Whilst lack of support was identified in Steels’ study, 
in the researcher’s grounded theory study participants referred positively to the support they 
give to medical colleagues and to the support given to them by their managers and midwifery 
colleagues (see chapter seven). Steele (2007:752) identified that, “There is a correiation 
between iack of support, acquisition of skiiis and faiiure to examine babies”
An audit was undertaken by McDonald (2008b) to determine how many practitioners known 
to have the EONB in one area of the UK were utilising their skills and if they were not able to 
what was preventing them. Out of a potential 115 practitioners, 50 practitioners responded, 
the numbers of Health Visitors performing EONB across the UK is not documented in the 
literature, three responded to the audit and are utilising their skills for the six-eight week 
examination of infants, (Smethurst & McDonald 2009). Out of the 50, 47 were utilising their 
skills. It is not clear why 65 did not respond. Findings from the audit are consistent with the 
researchers study for example; job satisfaction, continuity of care and maternal satisfaction 
were all cited as reasons for undertaking the training. A lack of time and workload were given 
as reasons for not being able to undertake the EONB. Interestingly “fear of iitigation makes 
some midwives reiuctant to take on the additionai responsibiiity” (McDonald 2008b:724) this
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was also identified in the researchers study but described in relation to ‘missing something’ 
and the added responsibility (chapter six).
The reason the researcher has included this audit in the literature review is firstly because 
the audit findings are consistent with the studies carried out by the EMREN Study (2004) and 
Mitchell’s (2003a) study, in addition to others identified above (Lumsden, 2012, 2005, 
Lanlehin et al 2011). Each study has identified that mid wives are undertaking the training in 
the EONB and the reasons for non utilisation of skills are very similar. What the researcher 
has been able to determine subsequently from her study, is that more midwives from the 
same area as the audit was undertaken are utilising their skills than practitioners perceived 
then and now and therefore this could be the same for previous studies. Secondly if the 
same reasons for non utilisation are being documented more than a decade from when the 
EN REN study was undertaken then we need to find answers not pontificate.
7.6 Who is best placed to undertake the EONB?
In 2008, (a review) the NHS Quality Improvement for Scotland (QIS), was published, ‘The 
Routine Examination of the Newborn Best Practice Statement’. The aim of the statement was 
to provide “guidelines for aii registered maternity care professionals undertaking routine 
examination of newborn babies and is based on the evidence currently available together 
with a consensus by experts of established practice” (QiS 2008:iv.). The statement reflects 
the current emphasis on delivering care and best practice; continuity of care, a seamless 
service, health promotion, cost-effective, and universal standards of care.
QIS (2008) developed a national standardised training course for all health professionals 
caring for and examining the well term healthy neonate. They recommended a national
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system for the recording of all newborn examinations which would facilitate the recording of 
clinical data and audit. The introduction of the NSC (2011) NIPE programme reporting tool; 
The Standards, Education, Training, Training Resource, Patient Information and Information 
Systems will brings this one step closer to reality.
7.7 Defining Advanced Practice and Practitioner
For the purpose of clarity and to ensure some consistency in reporting, the researcher 
defines the advanced nursing practitioner as: a practitioner who has increased (expert) 
evidenced based knowledge and has achieved advanced clinical skills and complex 
decision-making skills, within a specified area of practice (Koskinen 2012, NMC 2005, 
Hamric 1989).
The concept of advanced practice is more generic and does not necessarily require the 
practitioner to have achieved masters’ level study although the consensus of opinion in the 
nursing literature and a recommendation of the International Council for Nursing (Koskinen 
2012) is that advanced practitioners are practicing at a higher level and should achieve 
masters level study (Pearson 2011, Dillon & George 1997,) However, this is not a consistent 
requirement in the UK or abroad (RON 2012). The emphasis is on developing knowledge 
and practitioners who can be role models within a specialist area of practice, this may be 
clinical but could be from an educational, research or managerial perspective (DH 2010b).
7.8 Emergence of a concept
Advanced practice and specialist nursing as concepts of nursing practice were first identified 
and introduced in the United States in the 1960s (Koskinen et al 2012, Hamric & Spross 
1989). They were not recognised in the UK until the 1980s.They continue to evolve without
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regulation in response to social, political and financial healthcare needs (Pearson 2011, DH 
2010b). The RCN (2012) in their drive to promote advanced nursing practice have recently 
published their guide, ‘Advanced nurse practitioners’. The guide defines the role of the 
advanced nurse practitioner, outlines competences for advanced nursing practice and for 
advanced nurse practitioners and outlines the standards for Higher Education Institutions’ 
programme accreditation.
Pearson (2011) argues that advanced practice should be defined not as a role but as a level 
of practice; the RCN (2012) concur. From a nursing context she identifies advanced practice 
in association with the achievement of post registration specialist skills which enable 
practitioners to undertake specialist and consultant roles in clinical practice; the RCN (2012) 
believe advanced practice has enhanced nursing practice and delivery of services; it 
provides practitioners with continuing professional opportunities and enhances career 
pathway opportunities.
Koskinen et al (2012) suggest, that the pressures within the health care system to be more 
cost effective, combined with a population with increasingly more complex health needs are 
challenging countries worldwide to such an extent that countries are now, “seeking ways to 
improve health care delivery by reviewing the roles of health professionals including the 
promotion of new and more roles for registered nurses” (Koskinen et al 2012:540).
There is however, no clear definition or agreement in the literature on what the advanced 
nurse practitioner role entails, only confusion and a lack of clarity regarding the concept of 
advanced practice and advanced practitioner. There is concern that some advanced 
practitioners are taking on roles and responsibilities previously the remit of medical doctors 
(this was an issue identified within this study by midwifery participants) and for which they
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have not received adequate training (Pearson 2011, Smith et a! 2010, Furlong & Smith 2005, 
Hardy 1992). Cronwenwett (2012:241) makes a plea for, “consistency in the régulation and 
education of nurses for advanced practice”.
Professional and governmental reports agree that there needs to be a clear distinction to 
eliminate confusion among practitioners and consumers of health care (Darzi 2007). The 
introduction of governance frameworks will also ensure monitoring for patient safety and 
‘fitness to practice’ which “can be verified as purposeful planned, and underpinned by 
appropriate education that is both measurable and safe” (RCN 2012:2).
7.9 The Name Game
A proliferation of titles enhanced practice, advanced practice, specialist practice/practitioner, 
advanced practitioner, consultant, expanded, expert, clinical nurse specialist community 
nurse specialist exist, these, are just a few of the terms and titles used interchangeably in 
clinical practice to define the concept and confuse the consumer (Cronenwett 2012, Aranda 
& Jones 2008, Duke 2006, Brown et al 2003, Hamric 1989). The ‘expert’ clinician is 
distinguished by Pearson (2010) as preceding the advanced practitioner; an expert Pearson 
(2010) and Oberle & Allen (2001) suggest is a nurse who has gained expert knowledge and 
skills though experience.
The titles of specialist and consultant practitioner only serves to confuse the debate further 
(Hamric 1989). The Consultant Midwife/Nurse post was introduced in 1999. The Consultant 
Nurse/Midwife is described by the RCM and RCN as an individual involved in research and 
development, hospital strategy and service development. They have a responsibility for the 
education and training of midwives and medical colleagues with 50% of their time clinically
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based. They will hold a Masters degree as a minimum. In midwifery the Consultant Midwife role 
has been adopted to varying degrees. In 2006 Scotland reported 12 consultant midwives whilst 
in Northern Ireland there were none (DH 2010a, DH 201 Oe). None of the five Trusts in the 
researchers study have employed a Consultant Midwife.
The term clinical specialist is the one used most often in midwifery practice when referring to 
midwives who hold clinical and managerial responsibility in clinical areas i.e. labour ward. They 
are usually very experienced midwives who may or may not have undertaken additional study. 
They may work with specific groups of women for example teenagers. The concept is applied to 
nursing and midwifery although on review of the literature the title advanced practitioner/practice 
is most often used when referring to the nurse specialist. The DH argues that it will be 
necessary for some clinicians to become specialists by the very nature of their place of work and 
the demographics of their clients (DH 201 Ob).
Figure 7 Defines the roles associated with Advanced Practice
Advanced
Practice
Advanced Practitioner 
Roles normally involving higher 
skills and competencies
Qualified Midwife Practitioner, 
‘generalist’ practitioner
Specialist Practitioner 
Focus on specialist groups or 
areas of clinical practice.
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7.10 Characteristics
When reviewing the nursing and midwifery literature many of the characteristics of the 
advanced practitioner (autonomous practitioner, enhanced clinical skills, diagnosis and 
referral) are integral to the midwives' role already (NMC 2005) and should not be viewed as 
synonymous with its extension (DH 2010b). The International Definition of the Midwife 
succinctly describes the role and responsibilities of the midwife and clearly identifies that 
midwives should within their scope of practice be taking on the care for mothers and babies 
requiring normal midwifery care and as EONB comes within the parameters of normality she 
should not have to undertake advanced level study. Downe et al (2006) following a 
systematic review and meta-synthesis of the literature surrounding the concept of ‘expertise’ 
in the context of midwifery care identified specific skills, characteristics and attitudes in 
practitioners deemed ‘experts' “Skills encompassed both technical capacity, and emotional 
intelligence” (2006:135). Downe et al identified that unlike midwifery, the concept of expertise 
in nursing and medicine has been well researched.
Smith et al (2010:118) suggests that the scope of midwifery practice negates “the concept of 
advanced practice in midwiferÿ\ Arguably then a midwife who performs the EONB would not 
need to be an advanced practitioner.
7.11 Competencies
The Royal College of Nursing developed competencies for advanced practitioners in 2008, 
these were mapped against the NHS Knowledge Skills Framework (2004) and endorsed by 
the NMC (2010) subsequently the DH in England, Scotland (Executive) and Wales (Welsh
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Assembly Government) have each published their own advanced nurse practitioner 
competences documents. The competencies provide standardised clinical outcomes; these 
are mapped against advanced nursing curriculum outcomes by higher education institutions 
to validate programmes and for the auditing of fitness to practice at advanced level. For 
higher education institutions to achieve accreditation they must map their programmes 
against 15 standards identified by the RCN. The RCN (2012) are currently developing a tool 
for advanced nurse practitioners to record evidence of their achievements and maintenance 
of competencies.
The Royal College of Midwives and the NMC assert that midwives work at an advanced or 
specialist level once qualified and no levels of practice as adopted by nursing need to be applied 
to midwifery practice. However the DH in Midwifery 2020 the core role of a midwife suggests 
that; “Advanced Practice provides a career framework that enables midwives to gain the 
necessary experience to advance their careers clinically, managerially or in research and 
academia” {DH 201 Ob: 10).
Competencies in midwifery in the UK are determined both by a means of scoring and 
sequential steps in which clinical skills and theoretical understanding is assessed, by 
clinicians, educationalists and service users. However, Smith et al (2010), midwifery 
educationalists in Australia, identified the in-congruence in midwifery practices internationally 
and the inconsistency in the notion of advanced practice in midwifery they identified that 
whilst midwives may achieve their competencies, at the point of registration how prepared 
are they from a professional perspective to take on the role and responsibilities of an 
autonomous midwife. They suggest midwives should be fully supported and educated to 
ensure they can achieve their scope of practice.
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7.12 Perceived benefits and outcomes associated with advanced practice
Pearson (2011) in a review of the literature identified service quality and customer 
satisfaction as benefits to the service. These were identified within the researchers study, in 
addition to cost benefits of early discharge and a reduction in referral times. Eicher et al 
(2006) in their systematic review of articles published 1980- 2006 “of the effectiveness of 
psychological inten/entions by specialised nurses for cancer patients” (Eicher et al 
2006:3118), outcomes identified; the role of the specialist nurse in breast cancer care 
contributed to an improvement in women’s’ physical, psychological and social wellbeing, and 
patient satisfaction. The discrepancies and lack of role definition and titles (with three defined 
titles in breast care nursing alone dependent on level of qualification), were identified as an 
area that needs agreement on to facilitate the provision of the breast cancer service.
7.13 Environmental contexts of advanced practice
Pearson (2011) and Aranda & Jones (2008) identified that there is ambiguity and 
inconsistencies in the advanced practitioners’ role and these are often related to the varied 
environments in which they are working although this should not preclude staff in clinical/non 
clinical areas from the advanced nurse practitioner role. However, there is a need to identify 
skills and knowledge requirements. An agreed framework similar to the ‘PEPPA’, 
“Participatory, evidenced-based, patient-focused process for Advanced Nursing framework”, 
as proposed by Bryant-Lukosius & DiCenso (2004:530) for the advanced nursing 
practitioner, may provide a basis for the implementation and subsequent evaluation of the 
advanced practitioner.
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Dillon & George (1997:257) following a review of the literature pertaining to advanced 
neonatal nurse practitioners (ANNP) undertook a interview survey of ANNP (18 face to face 
and 4 by telephone) who had completed a post registration neonatal nursing course in the 
UK. They wanted to examine the, “function, clinical grading and source funding ofANNP’s as 
well as examining ANNNP’ view of their role and challenges they have encountered”. They 
identified that there were no significant differences in the care delivered by paediatricians 
verses ANNP although quality was greater amongst ANNP. Patient satisfaction was 
increased with the ANNP care. The standard of documentation was also higher amongst 
ANNP. They identified that with changes in the economy service delivery and the need for 
the diversification of the role of neonatal nurse practitioners, further discussion and debate 
needs to take place in order to take the ANNP role forward in this clinical area of speciality.
Their findings mirrored some of those in the researchers study (see chapter six). Interestingly 
not replicated in the researchers study was the ANNP identification of a sense of isolation in 
areas where their role was not clearly defined they stated that they, “sometimes felt that they 
were no longer regarded by nurses as being part of the nursing profession, but felt equally 
that they had not become part of the medical profession” (Dillon & George 2012:263). The 
researcher believes this was not identified as an issue in the researchers’ study as midwives 
are expected to practice as autonomous practitioners taking responsibility on completion of 
their training for care that was identified in Dillon & Georges’ study and others as an 
advanced practitioner’s role and responsibility but within the midwives scope of practice is 
considered normal.
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7.14 Professional Boundaries
The concept of autonomy in nursing and midwifery has not been explored in great depth 
what is apparent is the scope of practice in midwifery requires the midwife to be an 
autonomous practitioner at the point of registration to be a midwife. In nursing to achieve 
greater autonomy nurses will undertake professional enhancement to achieve greater 
autonomy (Furlong & Smith 2005, Allan & Hughes 2002).
Organisational changes in the health services have resulted in reallocation of work and a 
reappraisal of roles which has subsequently brought about an expansion of advanced 
practitioners (Tinsley 2003, Clarke & Simms 2012). Inter-professional relationships have had 
to be developed as a result of this. Allan & Hughes (2002) suggest, relationships between 
nurses and doctors (the same applies to midwives) are “rooted in hierarchical division of 
labour and knowledge, in which inequalities of power are compounded by gender 
inequalities” [2002:56) To a certain extent Benner argues nurses would be naïve to think this 
will ever change without a progressive shifting of perceptions from medical professionals 
(Benner 1984). However, changes in the health service such as the working time directive 
(DH 2009) and changes to the division of labour, for example, in the researchers study there 
are midwife led clinics for EONB, (chapter six) may make this a reality.
The midwives in the researchers study have embraced the responsibility of the EONB but 
relationships with medical colleagues vary (chapter six). In some areas of nursing and allied 
health professions this is also evident, nurse prescribing, for example (Jordan & Hughes 
2002 and fertility nursing (Allan & Barber 2005).
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The professional bodies maintain specific regulations for what a practicing midwife is 
accountable for and make specific recommendations for minimum standards of care and 
therefore what responsibilities she/he cannot delegate. Midwives are also supported through 
a supervisory framework to provide safe, effective, family focused maternity services (NMC 
2008, RCOG 2007).
In a review of maternity services in England the Kings Fund (2007) identified a shortage of 
midwives will necessitate a review of roles and responsibilities. Whilst it could be argued that 
extending the midwives role to include the EONB will compound the workload of the midwife 
the findings from this study do not concur with this and the literature is inconclusive.
7.15 Challenges within education
Complex changes in the funding for higher education will continue to impact on the availability 
and accessibility of training. Key government reports in the last two years have been; the Brown 
report (DH 2010c) which identified how student fees would rise from September 2012 and what 
impact this would have on universities. The Comprehensive Spending Review (HM Treasury 
2010) identified public spending targets and a significant reduction in the higher education 
budget. The Department for Business Innovation and Skills (2011) published its paper. The 
Higher Education White Paper in which it was noted that the grants from the Higher Education 
Council for England (HEFCE) were to be reduced. The impact this had on HEI was a reduction 
on average of £5,000 per pre- registration student per year. The reduction in funding for 
continuing professional development for healthcare professionals is still not clear, although 
government proposals include the commissioning of training by local providers and a phasing 
out of centralised training budgets (DH Health & Social care Bill 2012a).
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Post registered healthcare professionals wishing to complete their Degree pathways have seen 
a substantial increase in fees, currently those on Masters Pathways continue to be able to 
access courses heavily subsidised. With the substantial increase in fees from 2012 the numbers 
of post registered self funding students being able to self fund has been observed (as noted by 
participant 1 in this study, and the researchers experience as Director of Continuing 
Professional Development, chapter six). These changes to funding will invariably have an 
impact on the opportunities for health professionals to access Advanced Nurse Practice training 
and on the need to consider content within nursing and midwifery curricula. (DH 2010a).
Clearly with the envisaged changes to the way health services are delivered and a reduction in 
the commissioned numbers of nurse and midwives on the current government agenda (DH 
2012) the health services need to embrace these without compromising care with some 
consideration of how best to deliver care and what roles health professionals have to play in this 
(Allan & Hughes 2002).
7.16 Conclusion
The researcher has reviewed literature pertaining to the EONB and specifically the ENREN 
study an amalgamation of which reflects similarities with the findings from her study. What is 
evident from this literature review is that the midwife is well placed to carry out the EONB and 
there is no conclusive evidence to suggest she must have achieved advanced level study 
and qualifications to do so. The midwife must have obtained the necessary qualification, 
skills and competencies to undertake the examination but these are achievable within the pre 
registration curriculum and recommended by the midwifery professionals.
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The researcher has explored the evidence related to the advanced practitioner although there is 
limited material specifically related to the midwife. There is a lack of clarity in the role and 
responsibilities with no clearly defined parameters for the advanced practitioner to work within. 
The literature identifies a proliferation of titles for roles undertaken by nurses and midwives. The 
literature suggests a need to remove the numerous titles and to have some consistency in 
nursing and midwifery not least for the consumers. Audit of the advanced nurse/midwife 
practitioner’s role was found to be inconsistent and inaccurate therefore the benefits to the 
service could not be clearly understood.
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8.1 Introduction
The findings of this study were explored in the preceding chapters and the core category and 
basic social process: Integration of EONB into holistic midwifery practice was identified. A 
basic social process is described as a “core category that has been developed through 
densification and is found to substantially represent a major social process of the 
phenomenon under study” (Jones & Atony 2011:109). This chapter will focus on the 
emergence of the core category and the process of developing theory which, is described by 
Strauss and Corbin (1998:21 ) as a “complex activity”.
The concept of holism is explored further within this chapter. However, the researcher 
presents her definition of holism in the context of this study here. The researcher believes 
holism encompasses both the midwives’ ability to perform the EONB from a practice skills 
perspective as well as providing physical psychological and social support (the postnatal 
examination of the mother includes these aspects of care) to mothers. Holism in midwifery 
encompasses continuity of care (if possible) and the provision of health promotion support 
and advice plus the utilisation of enhanced practical skills which, have been achieved 
through theoretical and practical continuing professional development study. These are 
inclusive to the researcher’s holistic understanding of the midwife’s role and responsibility in 
performing the EONB.
In developing the theory the researcher has considered the phenomenon contextually 
utilising Strauss and Corbin’s (1998) conditional/ consequential matrix (see chapter five).The 
matrix has encouraged the researcher to undertake an analysis of the significant macro and 
micro conditions and consider the interplay between these and the resulting consequences
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on the phenomenon. By tracing the relationships along the paths of connectivity between 
data, considering the conditions, actions/interactions and consequences, the following data 
in relation to, integration and holism, specialist versus generalist practitioners and the 
sustainability of midwifery services have been contextualised and identified as significant to 
the theory.
8.2 The Conditional Matrix
The matrix is an analytic device (chapter five) which Charmaz (2010:118) suggests may 
“force moving your data and analysis in a pre-established direction”. She does however 
believe that the matrix can be used if appropriate. Meanwhile Glaser (1992) is quite vitriolic 
in his summary of Strauss and Corbin's matrix; he reaffirms’ that “all categories and 
properties are discovered, not forced by preordainment” (Glaser 1992:97). The ambiguous 
and conflicting views of these authors and others (Breckenridge, 2012 Bryant & Charmaz 
2007) are acknowledged by the researcher. However, for the researcher the main purpose of 
using the matrix was as a technique to facilitate her in considering the micro-macro 
relationships which may be influential to the emerging theory.
Figure 8 is a diagrammatic representation of the conditional consequential matrix. Strauss & 
Corbin (1998:183-193) describe the matrix as, “only a conceptual guide and a set of ideas”. 
Their visual representation of the matrix is as interconnected concentric circles with arrows 
which facing inwards to the centre of the circle in which the phenomenon is situated and 
outwards to represent the relational aspects of the actions/interactions, conditions and 
consequences (Strauss & Corbin 1998:184). The conditions/consequences (structure) are 
traced to the action/ interaction (process). The phenomenon may be the focus of the 
research; alternatively it can be the structure or process (see figure 8). Whilst the focus may
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be on one aspect the others are important and interconnected. The relationships are those 
which are explored and the consequences determined.
Figure 8: Conditional Consequential matrix
Consequences '—
Review of the role of the specialist/ 
advanced practitioner advanced 
practice as a consequence. 
Boundaries in practice/practitioners
Consequences (structure)
Professional bodies & financial 
considerations which are 
influential in implementation.
Action/interaction (process)
Philosophy of midwifery 
encompasses holism through a 
change in culture
Phenomenon
Integration of EONB into 
holistic midwifery practice
8.3 Emergence of the core category
The core category demonstrates the theoretical integration of the four categories and is a 
synthesis of all the codes within the sub categories. Each one of the 74 codes was linked to
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a sub category which was then linked to a category and subsequently the core category 
emerged as an overarching theoretical concept of the study (see chapter 6).
The emergence of the core category was a ‘light bulb moment'; the study was no longer 
about determining what motivates midwives to undertake the training in EONB or de­
motivates them to use their skills (the working title for ethics approval). It was recognising 
that all the midwifery participants in this study undertook the training and utilised their skills in 
practice to provide some form of holistic care for women and their families. The midwifery 
participants’ philosophy had not changed, just the way in which some were able to provide 
holistic care for women and their family by utilising these skills. ‘Holism’ was central to the 
study featuring in all the interviews and became the focus and main theme which has 
brought together all the categories into an explanatory whole (Corbin & Strauss 1998, 
Strauss & Corbin 1996, Glaser 1978).
8.4 Core Category- Integration of EONB into holistic midwifery practice.
The concept of Integration of EONB into holistic midwifery practice has been explored fully 
by the researcher and the development of this idea into theory has been possible following 
formulation of the concepts into a “logical, systematic, explanatory scheme” (Strauss & 
Corbin 1998:21). The implications of the theory have also been considered. Hypotheses and 
propositions have been derived systematically from the data, these have been reviewed and 
revised inductively from the data, subsequently identifying the researcher believes, a 
theoretical framework from which the connections between the concepts identified in the data 
and discussed further below, can be recognised in the theoretical statement; Integration of 
EONB into holistic midwifery practice, resulting in theoretical completeness (Glaser 1978) 
parsimony and generality (see chapter five).
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8.5 Holistic Practice
The essence of holistic care is to provide women and their families with the necessary 
support around childbirth, meeting their physical, social, psychological and spiritual needs 
whenever possible aiming to optimise their birth experience. (DH 2007, Page 2009, DH 
1993, DH 2004).
A midwife may practice in any setting to be able to provide holistic care, (DH 2010a); the 
participants in this study worked in a number of different settings: midwifery led units, birthing 
units and acute hospitals which also provide the opportunity for different models of midwifery 
care. Midwives are considered experts in normal pregnancy, providing skilled antenatal, 
intrapartum and postnatal care (RCOG 2011, DH2010a); midwives will also care for women 
with medical and complex care needs. Midwives should treat women with respect and 
dignity, offering choice and encouraging them to identify their own care needs (RCOG 2011 
DH 2010b, DH2007),
As a competent and autonomous practitioner the midwife has a responsibility to refer women 
as appropriate. However, the midwife as the lead professional or coordinator of care for the 
woman and her family (DH 2010a, Lavender 2004) will be the one who can provide continuity 
of carer and facilitate a safe and positive experience of childbirth (Page 2009, Kitzinger
2005). The midwife brings holistic care into a cohesive whole even if different professionals 
input into that care.
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8.6 Integration and holism
When EONB was initially introduced as a course for post registered midwives, it was aimed 
at those midwives who would be caring for women in the antenatal period, possibly during 
labour and in the postnatal period, as identified by individual participants in this study. One 
aim of the EONB course was to enable midwives to provide the final element in the maternity 
care pathway. The DH believes that, “Women should have a seamless maternity service 
supported by an integrated model of midwifery care” (DH, 2010a:24). What is apparent from 
the findings of this study is that by introducing EONB into the pre-registration curriculum, the 
concept of a seamless maternity service and holistic midwifery practice could be the 
experience of all mothers experiencing the birth of a term healthy infant. This is because all 
midwives would have the skills required to undertake the EONB, regardless of whether this is 
in hospital, at home, following a normal birth or elective caesarean section.
All participants in the study who undertook the EONB course believe achievement of the 
EONB qualification gives them the opportunity to provide holistic care for mothers and babies 
(DH 2012:3, chapter 6). Whilst for some their initial interpretation of holistic care may have 
been based on previous working patterns (community midwifery, team midwifery) today they 
perceive they have developed their ability to provide holistic care through approaching the 
EONB differently which has challenged their previously held beliefs about holistic care and 
the belief that you needed to provide care for the woman throughout the maternity care 
pathway (from initial confirmation of pregnancy. Intrapartum and postnatally). This raised two 
questions: what is meant by holistic care? (as described above). How has midwifery care 
evolved and what is the way forward?
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The global definition of a midwife state that a midwife should have: “Acquired the requisite 
quaiifications to be registered and or legally licensed to practice midwifery....The midwife is 
recognised as a responsible and accountable professional who works In partnership with 
women to give the necessary support, care and advice...provides care for the 
newborn....This care includes preventative measures, the promotion of normal birth, the 
detection of complications in mother and chiid, the accessing of medical care... The midwife 
has an important task in health counselling and education, not only for the woman, but also
within the famiiy and the community A midwife may practice in any setting including the
home, community, hospitals, clinics or health units” (DH 2010a:4).
Significantly the definition includes the midwives’ accountability and responsibility to provide 
support and detection of complications in the newborn. These attributes can be recognised 
as integral to the role of the midwife when performing the EONB
The need for integration of the EONB into holistic midwifery practice is further evidenced with 
the governments drive to offer women choice of place of birth and one to one midwifery care. 
Although some would argue this is what Changing Childbirth set out to achieve in 1993 (DH 
2003) with the exception that EONB was the domain of the medical doctors. As mid wives 
have witnessed further reconfigurations in the way services are delivered (Shribman 2007) 
which optimise women’s experience of care and access to specialist support, midwives need 
to consider how best to extend the boundaries of normality for mothers and midwives. With 
the DH (2010a) vision for Maternity Services 2020, this sees the role and responsibility 
changing further with increased scope for midwives to be the lead professional or 
collaborator of care for women. There is an opportunity for midwives to integrate EONB into 
their normal midwifery practice.
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8.7 Holistic Care- A changing world
The Department of Health in its most recent publications, ‘Modernising the NHS’ (DH 2010c) 
and ‘Midwifery 2020’ both aim to improve the quality and delivery of the NHS. Midwifery 2020 
outlines a vision for maternity services in the UK over the next ten years and states that, 
“There are new challenges and opportunities for midwives in deveioping their role as 
practitioners, partners and leaders in shaping and deveioping maternity services” (DH 
2010a:2)
In the Midwifery 2020 report the Department of Health propose there should be a Lead 
Professional; usually a midwife who will, “Pian, provide, and review a woman’s care with her 
input and agreement” (DH 2010a:8). For women with complications in pregnancy the lead 
would be an obstetrician, however, the midwife described as ‘co-ordinator of care’ will act as 
a ‘conduit’ during pregnancy, intrapartum and postnatally. Her role will be to, “ensure that 
women are referred to health, voluntary and social service when appropriate and that holistic 
care is provided to optimise every women’s birth experience regardless of risk factor” DH 
(2010a:8).
As has been identified in this study, increasingly EONB guidelines are changing and 
expanding to include babies who previously would not come under a midwives’ remit for 
discharge, for example; elective caesarean section and meconium stained liqour. Whilst it is 
evident some of the participants in this study have mixed feelings about the introduction of 
EONB into the pre-registration curriculum it is evident the knowledge and understanding they 
would gain would facilitate them in meeting the challenges of a lead or coordinator of care.
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8.8 Specialist -  generaiist practitioners
The concept of the advanced, advanced specialist, expert, and generalist practitioner is at 
times confusing with no clear identification or confirmation of what the roles or responsibilities 
should be for each one. Or if in fact a proportion of those practitioners who purport to be 
advanced, specialist practitioners should actually be generalist practitioners. These points 
are discussed further below and in chapter seven.
Currently mid wives complete their midwifery training and most often undertake structured 
preceptorship lasting between six and 12 months. Continuing Professional Development 
(CPD) courses are then accessed, usually via a HEI. The majority of midwives will be 
encouraged and financed to undertake a ‘mentorship’ course; they may then seek to follow 
this with a course of interest. In the area in which this study took place only a few post 
registration courses are accessed, with the exception of EONB which consistently has high 
numbers of students.
Reasons given for not accessing courses are usually related to inability to release staff due 
to workload and financial constraints. Currently a NHS CPD funding stream is available for all 
Health Professions in the East of England; midwifery makes minimal requests to access this. 
A consideration is also the statutory training requirements for mid wives which exceed that of 
nursing. Across the five trusts in the study statutory updating takes on average 3 days per 
year per midwife. Whilst the DH (2010a) encourage the development of career pathways, 
lifelong learning and the enabling of midwives to access CPD, the researcher from her 
knowledge as Director of Continuing Professional Development for the local University 
suggests that, the reality is only a small proportion of midwives actually access CPD other 
than those who wish to develop skills and competency in specialist practice areas for
Sharon McDonald 158 of 234
example, diabetes, complex care, substance misuse, management, teenage pregnancy, 
practice development, risk management, (Irwin 2010, Lumsden 2012). The other group is 
those midwives who wish to undertake study to complete their Masters level award. All 
others will only attend training updates related to their professional and statutory 
requirements.
As the scope of practice increases midwives are witnessing an increase in the range of 
specialist and advanced practice roles. The advanced practitioner (she/he) has normally 
achieved masters level study and will have undertaken advanced practice skills and 
competencies. This is different to the advanced specialist practitioner where specialist skills 
and advanced practice normally co-exist. “Some midwives who specialise may not be
advanced practitioners; however, not ali advanced practitioners will be specialists” DH
(2010a:38). As midwives’ roles and responsibilities change and specialist practitioners roles 
increase, a distinction should be made between what is normal nursing and midwifery 
practice (also described as generalist) verses specialist and advanced practice. With the 
increasing number of titles given to specialist midwives and nurses it is evident that what was 
once perceived as normal practice has now become polarised into ‘high risk v low risk and 
the boundaries of each are continually changing (DH 2010a). This was identified by 
participants in the study in relation to, for example, the changes to the EONB practice 
guidelines, midwives routinely undertaking canulation and specialist midwifery roles in 
diabetes, ultrasound and practice development.
With over 900,000 women giving birth in the UK each year and numbers anticipated to
increase (DH 2010a:11) midwives have to adapt and take on new challenges, with social,
demographic changes and ethnic diversity ‘normal’ has taken on a whole new meaning in 
midwifery. With increasing birth rates and the number of older women and those with
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complex physical, medical, social and psychological needs having children not all midwives 
can be specialists. Ultimately midwives need to be able to care for these women and their 
newborn but also recognise those which are beyond their scope of practice and refer 
accordingly (DH 2010a NMC 2009).
If midwives are to embrace the DH (2010a) Midwifery 2020 ethos and be the lead 
professional or co-ordinator of care, midwives will be responsible for the care of the majority 
of women and the newborn. The obstetrician caring for high risk women will be the lead 
professional for their care; however, the newborn may well be and in many cases will be the 
responsibility of the midwife.
Whilst the researcher acknowledges that there is a place for specialist practitioners she 
suggests that the EONB should not be deemed specialist practice. Important to note is that 
the expectation is that midwives who undertake the EONB training are only expected to 
examine normal term healthy neonates, although the criteria for babies being examined by 
midwives is changing, as discussed within this chapter and highlighted in chapter six.
8.9 Improvement and consistency
Successive governments have outlined plans to reorganise maternity services which aim to 
improve safety, satisfaction and the overall quality of the service and they acknowledge that, 
“Midwives are the experts in normal pregnancy and birth and have the skills to refer to and
coordinate between any specialist services that may be required”  all women will need a
midwife and some wili need doctors too” (DH 2007:15-16). Participants in this study identified 
personal job satisfaction and increased maternal satisfaction with midwives being able to
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perform the EONB; these findings are replicated by Wolke et al (2002a 2002b) and 
Bloomfield et al (2003a, & 2003b).
Whilst Government papers and policy have highlighted the importance of promoting 
normality, access and choice, continuity and holistic care for mothers and families and a 
national approach to universal physical screening of the newborn and infants how this will be 
achieved is often proposed but not explored sufficiently to ensure compliance (DH 2010a, 
DH 2007, RCOG 2007, DH 2004, DH 1993). The NSC NIPE Programme is a good example 
of this.
The impact of the European working time directive (DH 2009) on skills training and 
competencies for medical doctors specifically in relation to the EONB is evidenced in this 
study and whilst the National Screening Committee had published the Newborn and Infant 
Physical Examination Standards and Competencies policy (NIPE) in 2008 it remains some 4 
years later a document known by some but not others. The policy states that, “Competence 
is an outcome: it describes what someone can do. In order to measure reliably someone’s 
ability to do something, there must be clearly defined and widely accessible standards 
through which performance is measured and accredited” NSC (2008:5). The aim and 
emphasis of the standards is to raise competencies, introduce quality assurance and 
performance monitoring which will subsequently provide consistency in the screening 
process, but will also provide the means for midwives and medical doctors to work closely 
together providing women with a safer service.
A need for improvement and consistency in the EONB training for medical staff was identified 
by Townsend et al (2004) and Bloomfield et al (2003) and was highlighted at the National 
Screening Committees Newborn Infant Physical Examination (NIPE) national conference,
Sharon McDonald 161 of 234
‘Building Better Futures Through Earlier Diagnosis’, (May 2012), the Clinical Examination 
Training Working Sub Group is looking at producing an on-line training resource package 
specifically aimed at medical staff but available for all practitioners who undertake the EONB. 
With the integration of EONB into the pre-registration midwifery curriculum and the new 
proposed training package for medical staff’ relationships and increased learning 
opportunities between the multi-professional teams could be fostered.
8.10 Influences on the provision of holistic care
Data showed that the sample of midwives who undertake the EONB course do so to enable 
them to provide holistic care for mothers and babies. Provision of holistic care is still the 
midwives’ goal but how this is interpreted, achieved and delivered has evolved. An example 
of this is the midwives’ allocation to rotas to enable them to perform the EONB. This has 
been influenced by the demands and changes in the provision of maternity care, increasing 
birth rates, working patterns and time constraints as understood by this sample of midwives 
(McDonald et al 2012).
Policy and financial constraints have also influenced the woman experience of maternity 
care; examples of this include a reduction in antenatal visits and availability of midwives to 
undertake homebirths. However, to ensure women and their families have the care they 
need and with a desire to provide holistic care midwives have adopted different practices, 
(selective visiting, drop in clinics and the option to deliver in a birthing unit) incorporating 
these into ever evolving philosophies of midwifery care, as demonstrated with EONB in this 
study.
Sharon McDonald 162 of 234
8.11 Sustainability of midwifery services - Financiai considerations
With the increasing demands on paediatricians and the implications of the European Working 
Time Directive (DH 2009), it was recognised that the discharge examination of the normal, 
healthy term baby could be performed by practitioners with the appropriate training, (Davies 
& McDonald 2008, National Screening Committee 2008, NHS Quality Improvement Scotland 
2008, Hall & Elliman 2006, Townsend et al 2004, Royal College of Midwives 2002, Lee et al 
2001). However, as already identified, time, was a key issue noted by many participants in 
this study and needs to be discussed further to resolve.
The Kings Fund in its review of maternity services (2007) identified that there is a need to 
increase the number of midwives in the UK but also that their skills should not be misused. 
Specifically they noted that midwives are suffering from administrative overload. Support they 
stipulate must be provided to ensure midwives as a skilled resource are not misused. They 
go further to suggest the ‘sustainability’ of maternity services requires consideration of the 
employment of the appropriate professional, support worker to; “Ensure that the midwife’s 
role in caring for women’s hoiistic needs is implemented” {DH 2010a:14).
Government and professional bodies discuss policy and modernisation of the NHS if 
integration of EONB into holistic midwifery practice is to become embedded in the role and 
responsibility of the midwife governmental policy and professional bodies need to ensure 
what they espouse is reality and not rhetoric.
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8.12 Midwives’ motivation to utiiise EONB skiils
It became apparent early on in the study that the researcher was unable to attract midwives 
who had the EONB qualification but were not utilising their skills to participate in the study. 
The researcher was not aware until a number of interviews had been undertaken that, whilst 
the midwife participant's perception in practice is that there are midwives who are not using 
their skills. In fact none were sure who was not actually using their skills and HOM believed 
the majority were, and wanted to know if they were not. To determine accuracy in numbers 
and the place of work for those midwives with the qualification the researcher approached a 
designated midwife or head of midwifery in each Trust, the findings from the data give a clear 
indication that a significant number of midwives are utilising their skills, these are reported in 
chapter 6 with an indication of why the numbers are so high.
The financial benefits, implications and cost savings for the maternity services have not been 
fully explored or considered. This information will it is anticipated provide additional 
supporting evidence for the integration of EONB into holistic midwifery practice. Townsend et 
al in 2004 in their study looked at the cost effectiveness of midwives verses junior doctors 
undertaking the routine EONB. They identified only 2% of babies in the UK were being 
discharged by midwives, although 44% of maternity units had midwives with the appropriate 
skills. The cost savings at that time (2004) if all ‘term health babies’ were examined by a 
midwife were considered to be £2.5million nationally. Today there are more midwives with 
the qualification although according to the literature, utilisation in some units is far better than 
others (Clark & Simms 2012, Lanlehin et al 2011, Lumsdon 2005). A more accurate and up 
to date NHS National Survey would need to be undertaken to determine what the figures 
represent today (Hayes et al 2003).
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8.13 Audit- demonstrating financial benefits and future possibilities.
As identified in this study auditing EONB data has been low on the list of priorities for 
maternity units however, the implications in terms of resources is immense. This is not only 
in respect of reducing the length of stay for women and their babies, but also reconciling this 
to the amount of time midwives verses medical staff spend undertaking this responsibility. In 
one Trust alone participant 16 identified that mid wives could potentially be discharging a 
significant number of women and financially the potential savings to the maternity services 
are substantial,
“we probably have a thousand, just over a thousand women a year that I would class 
as low risk so they’re the ones that would be the midwives discharges” (P16). 
Statistical data would also provide heads of midwifery with evidence to seek payment for 
delivery of care or possibly evidence for an increase in the numbers of staff employed. The 
potential for which was identified by participant 11 in this study.
8.14 Conclusion
Integration of EONB into holistic midwifery practice has emerged as the basic social process 
in this grounded theory study. Delivering holistic care to women and their families is a goal 
of all mid wives in this study and espoused in theory and practice. Considerations of the 
extenuating factors which may impact on this happening have been explored.
Political and practical changes in the way maternity services are delivered which have 
impacted on the provision of service; this is anticipated to gather pace over the coming 
months and years. With the DH working time directive meaning constraints placed on
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medical doctors’ time and a change in the perception of who is best placed to deliver 
specialist care (DH 2010a). There is also increasing awareness of how roles and 
responsibilities can impact on the financial decisions made by those leading the maternity 
services.
Midwifery 2020 (DH 2010a) identifies the midwife as the lead professional or co-ordinator of 
care for women, to achieve this closer collaboration with medical colleagues and other health 
professionals will have to take place with a greater emphasis and acknowledgement of the 
knowledge and skills each practitioner brings to clinical practice and the provision of 
midwifery care.
Midwives following further post registration study are increasingly taking on specialist and 
advanced roles and responsibilities which were previously the remit of medical doctors. 
However, midwives are seen as the ‘experts’ in normal birth, yet as more and more women 
require care which was previously seen as the responsibility of the medical doctors and so 
the role has changed. The data in this study show that midwives continue to believe that 
midwives can and do still provide holistic care even when incorporating new skills. The 
midwives in this study practice within a philosophy of midwifery care whereby the 
fundamental principles of, women centred care, continuity of carer, education and support, 
are adhered to.
What this study has identified is that integrating EONB into holistic midwifery practice will 
enable midwives to gain greater knowledge and understanding of the newborn, enhance 
their midwifery practice and enable them to provide holistic care to all women. Realistically 
the first step would be to integrate EONB into the pre-registration midwifery curriculum 
thereby allowing all midwives to provide this care.
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CHAPTER NINE- Final Discussion and Conclusion
9.1 Introduction
The midwives’ role is expanding in the UK with increasing numbers of midwives based in the 
hospital and community undertaking the discharge examination of the healthy term newborn 
baby (Lomax 2011, Davies & McDonald 2008, Towensend et al 2004). In many parts of the 
world this responsibility is routinely performed by midwives and in some parts of the world it 
is integral to student midwives’ training (Davies 2008). In England and Scotland we have 
standards and competencies for the newborn physical examination (NSC 2012, NHS Quality 
Improvement Scotland 2008).
Undertaking the EONB enhances care and provides a holistic perspective to mothers and 
their newborn (McDonald et al 2012, Lumsen 2002, Mitchell 2002). By providing health 
promotion advice the continuity of care extends to mothers and their families (Rogers et al 
2003).
9.2 Summary of the study
This grounded theory research study is based on Strauss & Corbin’s (1998) approach. 
Based on the interpretive paradigm, the grounded theory method was considered by the 
researcher as a suitable approach to study. The research study sought to determine what 
motivated midwives from five NHS Trusts in the South of England to undertake continuing 
professional development training in EONB and what influenced them to utilise their skills or 
de-motivates them. In addition, the study explored why Heads of Midwifery send staff on the 
training, and how they perceived the training had influenced clinical practice (Chiovitti &
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Piran 2003:427, Elliott & Lazenbatt 2005). The study’s aim was “not to test or verify an 
existing theory” {Lingard et al 2008:459). But to develop theory that fits with reality (Burns & 
Groves 1993).
Twelve midwives participated in the study (ten were using their skills and two who were not) 
plus five heads of midwifery. Individual semi-structured interviews were conducted by the 
researcher over a six month period. Following systematic data collection and data analysis, 
theoretical sensitivity and sampling, theoretical saturation was achieved (Willig 2009) and the 
core category and an emerging theory, integration of EONB into holistic midwifery practice, 
was identified.
The findings of the interviews identified a number of concepts which were amalgamated into 
sub categories and subsequently four key categories and one core category. These and the 
implications for practice are discussed below.
9.3 Training and Knowledge Acquisition
Participants in the study discussed the inequalities in the EONB training for medical 
colleagues and midwives and identified the importance of clinical updates for maintaining 
competency and the utilisation of EONB skills to ensure confidence and competency. 
Opportunities for shared learning in clinical practice are recommended and dissemination of 
good practice, for example peer observation (chapter six). The RCOG are developing an 
EONB training package in collaboration with the NSC, it is anticipated that this will provide 
consistency and quality in training for medical doctors.
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Concern was raised by participants that as midwives are increasingly taking on the 
responsibility for EONB, specifically for healthy term newborns, but increasingly for those 
babies who were previously deemed high risk; medical doctors will become de-skilled in 
EONB for healthy term newborns and only examine babies identified as high risk. To prevent 
this from happening greater collaboration and agreement needs to be made between 
midwives and medical doctors with identification of those babies which can be examined by 
midwives but not exclusively so and acknowledgement from both midwives and medical 
doctors that the demands on individuals’ workloads and constraints on their time may impact 
on their ability and availability to undertake the EONB.
It is recommended that EONB guidelines’ be written collaboratively as this promotes 
improved working relationships and acknowledgement of knowledge and skills (chapter six). 
With an increasing number of Trusts providing EONB clinics and midwives and medical 
doctors allocated to EONB rota’s multidisciplinary mentor support should be encouraged.
Whilst EONB was perceived by participants in the study to be integral to the midwives’ role 
currently in the UK, this is only possible through continuing professional development 
training. Whilst some midwives expressed concerns with integration of EONB into the pre­
registration curriculum (chapter six) most participants advocated that the EONB should be 
integrated into the pre-registration curriculum to facilitate midwives in providing holistic 
midwifery care.
The researcher believes EONB should be integrated into the pre-registration curriculum from 
the beginning of midwifery training through to the third year. It should not be delivered as a 
stand alone module, as is currently provided and accessed by post-registered midwives, but 
integral to the student midwives training. The training should include theoretical knowledge
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and understanding of the newborn and combine practical skills plus the newborn infant 
physical examination (NIPE) guidelines and standards in EONB, as developed by the NSC 
(2012). By including these there would be a greater understanding and awareness of the 
NIPE standards and competencies amongst all professions (chapter six) and subsequently 
there should be an improvement in quality and consistency by all practitioners who perform 
the EONB.
9.4 Change in culture: perception and practice
One of the most interesting and important findings from this study was the identification of 
the numbers of midwives whom actually have the EONB qualification and utilising their skills 
in the five NHS Trusts in which this study was undertaken (chapter six). The perception of 
participants in this study and in the literature (chapter six and seven) was that there were 
many midwives with the EONB qualification who were not utilising their skills. However the 
evidence provided to the researcher from EONB leads within the five Trusts indicated a 
significant number of mid wives are motivated to undertake the EONB and are utilising their 
skills. The importance of this is recognised in relation to potential support and mentoring for 
student midwives and medical doctors.
Midwives’ roles and responsibilities have changed with increasing demands placed on them 
and their time, notably with the implementation of the working time directive (DH 2009). 
Further changes to the midwives’ role with acknowledgement of the recommendations and 
implementation of the DH (2010a) Midwifery 2020 vision will further influence their practice.
A change in the perception and identification of what constitutes normal midwifery practice to 
include the EONB needs to be made more explicit by professional bodies, as they clearly
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advocate the inclusion of the EONB into holistic midwifery practice (DH 2010a, DH 2010b 
RCOG 2007). However there is no requirement to include it into the midwifery curriculum, 
merely a recommendation (DH 2010a).
Multidisciplinary working is integral to the midwives' role and detection and referral consistent 
within midwives’ scope of practice. However, acknowledgement of midwives’ skills and 
knowledge by medical colleagues and the authority to refer in relation to EONB was variable 
amongst participants. Although very experienced midwife participants felt able to question 
practice and decision making of junior doctors, their authority to complete documentation and 
refer to specialist practitioners was not permitted by some senior clinicians. This was an 
inconsistency within the Trusts and an anomaly that needs to be addressed ideally locally but 
more formally on a national basis by the NSC in discussion with the professional bodies.
9.5 Philosophy of midwifery
The concept and provision of holistic care was discussed by all participants in this study and 
identified as their aim. Recognition amongst participants was made to the changes to their 
clinical practice in delivering EONB often moving from the holistic EONB to opportunistic 
examinations in clinical settings and assigned to rotas (McDonald et al 2012). Whilst some 
perceived EONB delivered in this way led to fragmented care, the concept of continuity of 
care was they believed still possible just delivered differently (chapter six and eight; holistic 
care- a changing world). Greater exploration of the concept of holism is undertaken in 
chapter eight, with recognition of the importance of the concept in the emergence of the 
theory within this study.
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The debate over the advanced/specialist practitioner continues unabated in the literature 
(Duke 2012). However, in this study participants perceive the EONB to be in the realms of 
normal (chapter six) and as such the researcher argues EONB should be considered not as 
a specialist role but generalist role of the midwife.
Further study into the concept of advanced/specialist verses generalist midwifery would be 
beneficial. This finding could also be useful in other health professions, for example, nursing 
and medicine, to explore/ understand newly emerging and contested roles and technical 
skills.
9.6 Political and financial drivers
Some of the participants in this study commented on the political changes which influenced 
the delivery of care (chapter six) and all were cognisant of CQUIN; in particular, reducing the 
length of stay. A few of the participants commented on the impact midwives can have in 
reducing costs and the financial benefits associated with midwives performing the EONB.
The impact of a reduction in continuing professional development opportunities was not 
recognised by the majority of participants. The researcher believes the impact of the 
changes to the delivery of care and commissioning of services will not be recognised until 
next year when the DH reforms are implemented fully.
Whilst there is some recognition of the importance of audit amongst participants, because 
none of the five NHS Trusts in this study have robust auditing processes the researcher 
suggests none will be able at this time to provide sufficient evidence to demonstrate the 
significant cost savings being made with midwives undertaking the EONB (McDonald et al
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2012, Townsend et al 2004). Although following the interviews participants stated they would 
be looking into their auditing processes (chapter six).
9.7 The emergence of the core category: Integration of EONB into holistic 
midwifery practice.
A comprehensive literature review related to the midwives’ role and responsibility in EONB 
identified some similarities in the researchers’ study to findings identified and reported upon 
within chapter six and seven, for example; increased job satisfaction and time constraints. 
Little or no mention was made in the literature regarding the importance and implications for 
auditing of clinical practice in EONB and the increasing expectations placed on midwives to 
complete the EONB on babies previously examined by medical doctors. Significantly the 
concept of holism and advanced/specialist practice identified in the researchers study was 
not evident in the literature.
The researcher has reviewed the literature related to the advanced practice, 
advanced/specialist practitioner and discussed the findings from the research study and the 
emerged theory. The literature surrounding the concept of advanced practice, 
advanced/specialist practitioner is ambiguous; clarification is required by all professional 
bodies regarding the title, role and responsibility (Duke 2012, RON 2012, ROM 2010, DH 
2010a). Considerable debate has focused on whether 'specialist' practice is at a lower level 
than 'advanced'. In fact, it is increasingly recognised that specialist should be considered as 
one pole of the specialist-generalist continuum, rather than on the developmental continuum 
from novice to expert (Downe et al 2006, Benner 1984).
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The literature pertaining to advanced practice in midwifery is limited. Midwives as 
autonomous practitioners at the point of registration currently undertake responsibilities 
which are described in the literature as advanced practice. Therefore there needs to be some 
clarification, consistency and recognition of what constitutes advanced practice in midwifery 
(DH 2011, DH 201 Oe, NMC 2010).
What was clear is that there is no evidence to support the notion that you have to be an 
advanced practitioner to perform the EONB. However, to achieve the skills and ensure 
enhanced knowledge and understanding of the newborn, participants thought EONB should 
be included within the midwifery pre-registration curriculum.
9.8 Strengths of the study
• Theoretical sampling- The researcher had sufficient numbers and range of 
participants to provide a full range of variations in the phenomenon which allowed for 
definitions and meaning to be grounded in the data. (Glaser & Strauss 1967)
• Participants were willing to participate, and had knowledge and understanding of the 
phenomenon (Cluett & Bluff 2006).
• Participants in this study came from five NHS Trusts across the East of England. 
They were working in a range of clinical environments within the maternity services, 
providing the study with differing perspective of midwifery models of care and 
different lengths of clinical experience.
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• This study contributes to the literature surrounding the EONB. It provides additional 
conclusive up to date evidence that more midwives with the EONB qualification are 
utilising their skills than previously recognised and reported.
• The study gives insight into how ‘new skill’ is adopted and negotiated by midwives 
themselves and within midwifery, and multidisciplinary teams.
• This study contributes to the theory that midwives perceive that ‘Integration of EONB 
into holistic midwifery practice’ facilitates them in delivering holistic, continuity of care.
• The findings in this study support the notion that you do not have to be a 
specialist/advanced practitioner to undertake the EONB.
• The findings of the study recognise the primary importance of understanding 
normality in caring for mothers and the newborn with a recognition and understanding 
of the abnormal and complexities in childbirth which facilitates the midwife to provide 
holistic care
• This study identifies that EONB is an extension of the midwives normal midwifery
practice and by including the EONB into the pre-registration curriculum; all midwives
can provide holistic midwifery care which encompasses the mother and baby.
9.10 Limitations of the study
• Only two midwives not utilising their skills participated in the study.
• Medical doctors’ views were not included in the study.
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9.11 Generalisability
By working closely with her supervisors the researcher is assured that the rigour of this study 
has been maintained. Credibility, validity, sensitivity and relevance for this study has the 
researcher believe been demonstrated with detailed and accurate descriptions of the setting, 
participants and sampling, data collection and analysis, although it is acknowledged that 
validity can only be applied to this setting and time and place (Strauss and Corbin 1998, 
Mathers & Huang 2004:85, Chiovitti & Piran 2003) the researcher believes this study is 
transferable, it could be replicated and the findings provide evidence for changes to clinical 
practice and the basis for further research.
9.12 Future Research
An indication of some of the areas for future research is provided below.
A National Survey of midwives with the EONB qualification could be undertaken to determine 
how many mid wives have the EONB skills nationally and how many are utilising their skills or 
not. This will provide evidence for the numbers of midwives available to support midwifery 
students to undertake the training. It would provide an audit of practice and evidence to 
support the need for reciprocal respect and improved collaboration of care between doctors 
and midwives as identified in the Midwifery 2020 vision. In addition it could provide evidence 
to support potential financial savings to Trusts.
Clinically auditing of practice can provide evidence of how EONB is carried out, for example 
clinics and midwifery rotas. It could facilitate studies related to mothers' personal experiences 
and satisfaction of midwifery models of care and the quality of information provided to
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mothers. Data specifically related to current referral processes and rates of referral may also 
facilitate the exploration of incidences of specific conditions and syndromes which, may then 
be explored from differing perspectives.
With the introduction of EONB into the midwifery curricula a study to determine midwives’ 
perceptions and practices of students with the training verses those who have not had the 
opportunity to access training would be beneficial.
The generalist verses advanced /specialist midwife and concept of normal midwifery care 
needs further exploration.
9.13 Conclusion
Glaser and Strauss & Corbin advocate grounded theory as appropriate for novice 
researchers. Whilst the discourse amongst proponents of grounded theory can cause 
confusion the researcher, having adopted Corbin & Strauss approach, found the processes 
and theoretical perspectives of symbolic interactionism facilitated a robust and reflexive 
study.
The literature is sparse but consistent in its summary of mid wives’ roles and responsibilities 
and reasons for non utilisation of skills in relation to EONB. The specialist/advanced 
practitioner role in midwifery has yet to be formalised and, like nursing, only confuses 
clinicians and consumers of care. Although professional bodies are seeking to agree some 
consistency in roles and titles, they need clarification.
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The evidence from this study suggests the integration of EONB into midwifery practice 
should be part of all midwives’ practice and not be the remit of a specialist/advanced 
practitioner. Midwifery students would benefit from increased and enhanced knowledge skills 
and understanding of the newborn throughout their training. Providing them with this 
enhanced knowledge and understanding of the newborn also enables them to provide 
seamless, holistic care for mothers and babies, which ultimately may facilitate shorter stays 
for mother and baby and improved maternal satisfaction. Medical doctors would also have 
more time to care for high risk infants.
Midwifery students already, undertake physical examinations of the newborn infant in their 
practice placements as they have a statutory responsibility to complete a specific number of 
antenatal. Intrapartum and postpartum examinations (NMC 2010). They already give health 
promotion advice and support to women. Students attend specialist clinics; work with 
midwives, paediatricians, neonatal nurses and health visitors. They have to learn new skills 
to facilitate them in the care they give to mothers; this could extend to a more detailed 
understanding care and EONB as they are often in the position where they identify deviations 
from the normal and have to refer to obstetricians and pediatricians.
The researcher suggests that whilst students are under supervision and supernumerary, 
undertaking the EONB training will build their confidence, encourage them to question, and 
ensure their understanding of accountability and the autonomous practitioner. Then at the 
point of registration they are competent and confident to be able to undertake the 
examination of the ‘normal healthy’ newborn.
The biggest challenge may be in changes to clinicians’ perceptions (Lane 2012, Hunter 
2005). The DH (2010a) identifies a need to challenge current practice provision and develop
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midwives’ roles to become leaders in the shaping and development of the maternity services. 
The implications for practice and for influencing policy are apparent from these data; greater 
collaboration is required amongst the policy makers, professional bodies and commissioners 
of maternity services to enact a change.
On a smaller scale higher education in collaboration with providers and service users needs 
to consider the integration of EONB into midwifery curricula. The introduction of this training 
into pre registration midwifery curricula is an opportunity to pave the way for integration into 
holistic midwifery practice, if enough midwives have the skills the concept of rotas and clinics 
may not be necessary. The researcher believes it will enrich midwifery practice and enhance 
the role of the midwife. It expands midwives knowledge, informs their decision making and 
gives greater choice for women.
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APPENDIX 2
NHS
National Research Ethics Service
Essex 1 Research Ethics Committee
East of England REC Office 1 
Victoria House 
Capital Park 
Fulboum 
Cambridge 
CB21 5XB 
Telephone: 01223 597693 
Facsimile: 01223 597645
26 May 2011
Ms Sharon McDonald 
Anglia Ruskin University. FHSC 
Chelmsford Campus. Bishop Hall Lane 
Chelmsford, Essex
CM11SQ ....
Dear Ms McDonald
Study title: A Grounded Theory study of continuing professional
development in midwifery.
REG reference: 11/EE/0096
Thank you for your letter of 09 May 2011, responding to the Committee’s request for further 
information on the above research and submitting revised documentation.
The further information has been considered on behalf of the Committee by the Chair.
The Committee notes that only a small proportion of participants may be ‘non-examining’ 
midwives, and advises that this be kept in mind as recruitment proceeds to ensure adequate 
representation of this group.
Confirmation of ethical opinion
On behalf of the Committee, I am pleased to confirm a favourable ethical opinion for the 
above research on the basis described in the application form, protocol and supporting. 
documentation [as revised], subject to the conditions specified below.
Ethical review of research sites
NHS sites
The favourable opinion applies to all NHS sites taking part in the study, subject to 
management permission being obtained from the NHS/HSC R&D office prior to the start of 
the study (see "Conditions of the favourable opinion", below).
Non-NHS sites
Conditions of the favourable opinion
The favourable opinion is subject to the following conditions being met prior to the start of the 
study.
Management permission or approval must be obtained from each host organisation prior to 
the start of the studv at the site concerned.
This Research Ethics Committee is an advisory committee to the East of England Strategic Health Authority 
The National Research Ethics Service (NRES) represents the NRES Directorate within 
th é  National Patient Safety Agency and Research Ethics Committees in England
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Management penvission ("R&D approval") should be sought from all NHS organisations 
involved in the study in accordance with NHS research governance arrangements.
Guidance on applying for NHS permission for research is available in the Integrated 
Research Application System or at httD://www.rdforum.nhs.uk.
Where a NHS organisation’s role in the study is limited to identifying and referring potential 
participants to research sites ("participant identification centre”), guidance should be sought 
from the R&D office on the information it requires to give permission for this activity.
For non-NHS sites, site management permission should be obtained in accordance with the 
procedures of the relevant host organisation.
Sponsors are not required to notify the Committee of approvals from host organisations
It is the responsibility of the sponsor to ensure that all the conditions are compiled 
with before the start of the study or its initiation at a particular site (as applicable).
Approved documents
The final list of documents reviewed and approved by the Committee is as follows:
Y - " -  -
Evidence of insurance or indemnity 05 July 2010
Investigator CV
Letter of invitation to participant Version 2.0 03 May 2011
Other: CV Helen T Allan Academic Supervisor
Other: Letter from Dr Helen Allen 08 April 2011
Participant Consent Form: Head of Midwifery Version 2.0 03 May 2011
Participant Consent Form: Midwives Version 2.0 03 May 2011
Participant Information Sheet: Head of Midwifery Version 2.0 03 May 2011
Participant Information Sheet: Midwives Version 2.0 03 May 2011
Protocol Version 1.0 02 March 2011
REC application Version 3.0 22 February 2011
Referees or other scientific critique report
Response to Request for Further Information 09 May 2011
Statement of compliance
The Committee is constituted in accordance with the Governance Arrangements for 
Research Ethics Committees (July 2001) and complies fully with the Standard Operating 
Procedures for Research Ethics Committees in the UK.
This Research Ethics Committee Is an advisory committee to East of England Strategic Health Authority 
The National Research Ethics Service (NRES) represents the NRES Directorate within  
the National Patient Safety Agency and Research Ethics Committees in England
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After ethical review
Now that you have completed the application process please visit the National Research 
Ethics Service website > After Review
You are invited to give your view of the service that you have received from the National 
Research Ethics Service and the application procedure, if you wish to make your views 
known please use the feedback form available on the website.
The attached document ‘After ethical review -  guidance for researchers” gives detailed 
guidance on reporting requirements for studies with a favourable opinion, including:
Notifying substantial amendments 
Adding new sites and investigators 
Progress and safety reports 
Notifying the end of the study
The NRES website also provides guidance on these topics, which is updated in the light of 
changes in reporting requirements or procedures.
We would also like to inform you that we consult regularly with stakeholders to improve our 
service. If you would like to join our Reference Group please email 
referencearoup@nres.npsa.nhs.uk.
111/EE/0096 Please quote this number on all correspondence"
With the Committee’s best wishes for the success of this project 
Yours sincerely
Dr AlanLamont 
Chair
Email: suzanne.emerton@eoe.nhs.uk
Enclosures: “After ethical review- guidance for researchers”
Copy to: Mr Glenn Moulton
Centre for Environmental Strategy 
University of Surrey 
Guildford 
GU2 7XH
Chris Cook
PAH R&D office for NHS care organisation at the lead site
This Research Ethics Committee is an advisory committee to East of Engiand Strategic Health Authority 
The National Research Ethics Service (NRES) represents the NRES Directorate w ithin  
the National Patient Safety Agency and Research Ethics Committees in England
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UNIVERSITY OF
%  SURREY
Anglia Ruskin University
Bishop Hall Lane
Chelmsford
Essex
C M 1 I S O
15^ '^  August
Dear Colleague
I am a Senior Lecturer in Midwifery at Anglia Ruskin University and for the last 12 years I have been 
module leader for the Examination of the Newborn Module. I am undertaking my Clinical Doctorate 
Studies at Surrey University and aim to undertake a research study titled ‘A Grounded theory study of 
continuing professional development in midwifery’. The study will look at the reasons why some 
midwives with the Examination of the Newborn qualification practice discharge examination of the 
newborn and others do not. I would like to invite you to participate In this study. Your participation would 
involve being interviewed by me at a time and venue convenient to you. A semi-structured interview 
lasting ideally no more than 90 minutes will be undertaken utilising open-ended questions.
I would value your input however; you are under no obligation to participate.
Confidentiality will be maintained at all times. Further information and a consent form are attached for 
your interest and information.
If you would like to express your interest and require further information prior to possibly, participating, 
please complete the form below and return in the stamped addressed envelope before the September 
2011. If you would like to contact me for further information please do not hesitate to do so, my email is 
sharon.mcdonald@anqlia.ac.uk. Tel 0845 196 4662
Kind Regards
Sharon McDonald 
Senior lecturer in Midwifery
I would like to participate in your research study 
Contact detaiis
Name................................................................
Address.................. .....................................................................................................
Telephone No: Home........................Mobile............................
e-mail.........................................................
Some demographic data is required for aii midwife participants; therefore please can I ask you
When (year) did you undertake the 
Examination of the Newborn course 
(previousiy known as N96)
Do you carry out the discharge 
examination of the newborn
Yes or No
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UNIVERSITY OF
SURREY
APPENDIX 4
CONSENT FORM- Head of Midwifery/Deputy
A Grounded Theory study of Continuous Professional Development in Midwifery
Tick
Here
I confirm that I have read and understand the information sheet 
dated 3"^  ^ May 2011 (version 2) for the above study. I have had the 
opportunity to consider the information, ask questions and have had 
these answered satisfactorily.
I understand that my participation is voluntary and that 
withdraw at any time without giving any reason.
am free to □
I understand that relevant sections of my tape recorded interviews 
and data collected during the study, may be looked at by individuals 
from regulatory authorities or from the NHS Trust, where it is 
relevant to my taking part in this research. I give permission for 
these individuals to have access to my records.
□
The outcomes of this study may be reported in professional journals 
and other publications but all possibly identifying data will be 
removed. I understand that my identity will be kept anonymous 
throughout the study.
I agree to take part in the above study.
□
□
Name of Partic ipant:.............................................
D a te :.................................................  Signature:
Name of Researcher: Sharon McDonald. Anglia Ruskin University Tel: 0845 196 4662
When completed: 1 for participant; 1 for researcher site file.
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UNIVERSITY OF
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APPENDIX 5
CONSENT FORM- Midwives 
A Grounded Theory study of Continuous Professional Development in Midwifery
Tick
Here
6. I confirm that I have read and understand the information sheet 
dated 3"^  ^ May 2011 (version 2) for the above study. I have had the 
opportunity to consider the information, ask questions and have had 
these answered satisfactorily.
7. I understand that my participation is voluntary and that I am free to 
withdraw at any time without giving any reason.
8. I understand that relevant sections of my tape recorded interviews
and data collected during the study, may be looked at by individuals I I 
from regulatory authorities or from the NHS Trust, where it is '— ' 
relevant to my taking part in this research. I give permission for 
these individuals to have access to my records.
The outcomes of this study may be reported in professional journals 
and other publications but all possibly identifying data will be 
removed. I understand that my identity will be kept anonymous 
throughout the study.
□
10. I agree to take part in the above study.
Name of Partic ipant:.............................................
D a te :.................................................  Signature:
Name of Researcher: Sharon McDonald. Anglia Ruskin University Tel: 0845 196 4662 
When completed: 1 for participant; 1 for researcher site file.
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APPENDIX 6
Sharon McDonald 
Anglia Ruskin University 
Faculty of Health & Social Care 
Bishop Hall Lane
Chelmsford
Essex
CMl ISQ
Tel: 0845196 4662
Participant Information Sheet- Head of Midwifery
My name is Sharon McDonald and I am a Senior Lecturer in Midwifery at Anglia Ruskin 
University, I am undertaking my Clinical Doctoral Studies at Surrey University and would like 
to invite you to participate in my research study, the study is as follows;
A Grounded Theory study of continuous professional development in midwifery.
Part 1 Summary of studv
The aims of the study are to; identify from the mid wives' perspectives what motivates them to 
undertake the post registration examination of the newborn training and to understand why 
some midwives use their skills once qualified but others do not. In addition I wish to explore 
how the Heads of Midwifery (HOM) are supporting midwives to utilise their skills in practice 
and what their expectations are when they are investing resources for midwives to attend the 
training and obtain this qualification.
Purpose of the studv
The purpose of this study is to:
• Understand what motivates midwives to undertake the examination of the newborn 
course.
• Understand what influences midwives to utilise their skills or de-motivates them, so 
that they do not use them.
• Identify how staff can be supported and equipped to utilise their skills in practice, in 
order to facilitate the provision of holistic care for mothers and babies.
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• Understand why Heads of Midwifery send staff on the course and how they perceive
the training may influence practice.
• Deliver a final report detailing midwives’ perspectives on their ability to perform
discharge examination of the newborn and give recommendations for future practice,
not least determining if there is a need to change current practice and training
opportunities.
Whv have I been invited?
You have been invited because you are a Head of Midwifery/Deputy Head of Midwifery.
Do I have to take part?
There is no obligation to take part. It is entirely up to you whether you do so. There is no 
professional or employer expectation that you should take part. You can withdraw from the 
research at any time without giving a reason if you wish to do so. A copy of the signed 
consent form and this information sheet will be given to you.
What will I have to do?
You will be asked to participate in a tape recorded, semi-structured interview, lasting no more 
than 90 minutes which I will undertake. The interviews will be conducted at a time and venue 
suitable for you. Once I have transcribed the interview you will have the opportunity to read 
the transcript for accuracy and comment.
What are the benefits of taking part?
The results of the study will help to identify why some midwives use their examination of the 
newborn training and others do not. This knowledge and understanding will be used to 
identify how staff can be supported and equipped to utilise their skills in practice in order to 
facilitate the provision of holistic care for mothers and babies.
What are the risks of taking part?
I consider this study involves minimal risks to you in taking part. It offers you an opportunity 
to reflect on practice.
Will mv details be kept confidential?
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Yes all data from the interviews will be treated as confidential.
Will it be possible for anvone to identifv me from the studv?
Output from the study in the form of published papers or reports, will be written in such a way 
that no participant can be identified, anonymous quotes will be used in the final report. 
Assurances are given that there will be no breach of confidentiality. Direct quotations will 
have any potentially identifiable information removed (e.g. name of hospital in which you 
work). Although it will not be possible for anyone else to identify you personally, you may 
recognise your own words should you read such a publication.
What will happen if I change my mind after the interview has taken place?
One the interview has taken place, and you have reviewed and approved the transcript, you 
may withdraw from the study and the data from your interview will not then be used.
What if I have a problem or want to make a complaint about how this study has been 
conducted?
In the first instance you should discuss it with me as the researcher, my contact details are at 
the end of this information sheet.
If you remain unhappy and wish to complain formally you should address the complaint to;
Dr Helen Allan
University of Surrey. Guildford. Surrey GU2 7XH
H.Allan@surrey.ac.uk
Who has reviewed this study?
This study has been reviewed and given a favourable opinion by NRES, Essex 1 Research 
Ethics Committee
Researcher; Sharon McDonald Tel 0845 196 4662 Email: Sharon.mcdonald@analia.ac.uk
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4^  UNIVERSITY OF
SURREY
Sharon McDonald 
Anglia Ruskin University 
Faculty of Health & Social Care 
Bishop Hall Lane 
Chelmsford 
Essex 
CMl ISQ 
Tel: 0845196 4662
Participant Information Sheet- Midwives
My name is Sharon McDonald and I am a Senior Lecturer in Midwifery at Anglia Ruskin 
University, I am undertaking my Clinical Doctoral Studies at Surrey University and would like 
to invite you to participate in my research study, the study is as follows;
A Grounded Theory study of continuous professional development in midwifery.
Part 1 Summary of study
I would like to invite you to take part in my study. The aims of the study are to; identify from 
the midwives’ perspectives what motivates them to undertake the post registration 
examination of the newborn training and to understand why some midwives use their skills 
once qualified but others do not. In addition I wish to explore how the Heads of Midwifery 
(HOM) are supporting midwives to utilise their skills in practice and what their expectations 
are when they are investing resources for midwives to attend the training and obtain this 
qualification.
Purpose of the study
The purpose of this study is to:
• Understand what motivated you to undertake the examination of the newborn course.
• Understand what influences midwives to utilise their skills or de-motivates them, so 
that they do not use them.
• Identify how staff can be supported and equipped to utilise their skills in practice, in 
order to facilitate the provision of holistic care for mothers and babies.
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• Understand why Heads of Midwifery send staff on the course and how they perceive 
the training may influence practice.
• Deliver a final report detailing midwives' perspectives on their ability to perform 
discharge examination of the newborn and give recommendations for future practice, 
not least determining if there is a need to change current practice and training 
opportunities.
Why have I been invited?
You have been invited because you are a midwife who has completed the post-registration 
examination of the newborn training in the last 5 years.
Do I have to take part?
There is no obligation to take part. It is entirely up to you whether you do so. There is no 
professional or employer expectation that you should take part. Your terms and conditions of 
employment will not be affected by taking part in this study. You can withdraw from the 
research at any time without giving a reason if you wish to do so. A copy of the signed 
consent form and this information sheet will be given to you.
What will I have to do?
You will be asked to participate in a tape recorded, semi-structured interview, lasting no more 
than 90 minutes which I will undertake. The interviews will be conducted at a time and venue 
suitable for you, if this is during your working day permission will have to be sought by you 
from your manager; although I anticipate and recommend we will meet when you are not on 
duty. Once I have transcribed the interview you will have the opportunity to read the 
transcript for accuracy and comment, your responses will be included in my report.
What are the benefits of taking part?
The results of the study will help to identify why some midwives use their examination of the 
newborn training and others do not. This knowledge and understanding will be used to 
identify how staff can be supported and equipped to utilise their skills in practice in order to 
facilitate the provision of holistic care for mothers and babies.
What are the risks of taking part?
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I consider this study involves minimal risks to you in taking part. It offers you the opportunity 
to reflect on practice
Will my details be kept confidential?
Yes all data from the interviews will be treated as confidential.
Will it be possible for anyone to identify me from the study?
Output from the study in the form of published papers or reports, will be written in such a way 
that no participant can be identified, anonymous quotes will be used in the final report. 
Assurances are given that there will be no breach of confidentiality. Direct quotations will 
have any potentially identifiable information removed (e.g. name of hospital in which you 
work). Although it will not be possible for anyone else to identify you personally, you may 
recognise your own words should you read such a publication.
What will happen if I change my mind after the interview has taken place?
One the interview has taken place, and you have reviewed and approved the transcript, you 
may withdraw from the study, the data from your interview will not then be used.
What if I have a problem or want to make a complaint about how this study has been 
conducted?
In the first instance you should discuss it with me as the researcher, my contact details are at 
the end of this information sheet.
If you remain unhappy and wish to complain formally you should address the complaint to;
Dr Helen Allan
University of Surrey. Guildford. Surrey GU2 7XH
H.Allan@surrey.ac.uk
Who has reviewed this study?
This study has been reviewed and given a favourable opinion by NRES, Essex 1 Research 
Ethics Committee
Researcher; Sharon McDonald Tel 0845 196 4662 Email: Sharon.mcdonald@analia.ac.uk
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APPENDIX 8
Questions for Interviews
Initial question to commence interviews as follows:
Midwives
• In your opinion why do you think midwives do/do not practice the discharge 
examination?
Followed by prompts if necessary, for example:- 
Why did you do the course initially 
Why do you/do you not practice
how do you feel about undertaking the discharge examination 
how has it influenced your practice 
what do you think are the plus’s and benefits 
what are the problems 
How can we overcome these?
What do you know about the Ml PE programme
Heads of Midwifery
• In your opinion why do you think midwives do/do not practice the discharge 
examination?
Followed by prompts if necessary, for example:-
Why do you send midwives on the ENB course 
What are the potential outcomes for you 
What can you/do you do to motivate staff to use their skills 
How do you audit practice 
What do you know about the NI PE programme
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APPENDIX 9 
SUMMARY OF EMREN TRIAL
‘Routine examination of the newborn: the EMREN study. Evaluation of an extension of the 
midwife role including a randomised controlled trial of appropriately trained midwives and 
paediatric senior house officers' (Townsend, Wolke, Hayes, Dave, Rogers, Bloomfield, Quist- 
Therson, Tomlin, Messer, 2004).
The conclusions drawn from the EMREN study were compiled and reported by the Health 
Technology Assessment NHS R&D HTA Programme in 2004. Papers were published 2002- 
2004 by the authors.
The following is a summary of the individual dimensions involved in this study;
A RCT of maternal satisfaction with the routine examination of the newborn: day 1 
and 3 months later (Townsend et al 2004:9-17)
The objective was to determine if there were any differences in maternal satisfaction with the 
physical examination of the newborn undertaken by midwives verses the junior 
paediatricians. Three months after the initial trial the second stage of the trial was carried out. 
The objective was to determine if maternal satisfaction with the examination of the newborn 
undertaken by the midwife verses the junior paediatrician was maintained over a three month 
period.
The multi-disciplinary research team developed a maternal self-completion satisfaction 
questionnaire for mothers to complete after both examinations to determine maternal 
satisfaction. Specific aspects of the examination were measured for example communication, 
information given. A seven point likert scale was used to score responses, specifically related 
to maternal satisfaction with the examination of the newborn, internal reliability was high 
(0.94). It was completed by 486 mothers on day one and again three months later. It was not 
known why 45 out of a possible 871 women did not wish to be included in the study. 
Preference for one professional compared to another is a possible conclusion.
The data reported a high satisfaction with the examination by most mothers (day one: 82% 
and at three-months 79%). At day one, mothers whose babies were examined by a midwife
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were more satisfied with the examination; contributing factors were the provision of health 
care advice. At three months, there was no significant difference in maternal satisfaction 
between the midwife and junior pediatrician's examination. Significant findings related to the 
discussion of health care by midwives (paediatricians were less likely to do this) which 
increased maternal satisfaction, in addition to the concept of continuity of care which 
enhanced mothers satisfaction. At three months satisfaction was also linked to maternal 
mood.
The proportion of babies eligible for the midwives to examine in this study were recorded as 
53% which was half of all newborns. 11% of these were examined by a senior house officer 
because the midwives were not available. On average midwives took 5 minutes longer to 
undertake the examination compared to the junior paediatricians this did not influence 
maternal satisfaction. There were also no differences noted in referral rates (4%) from 
midwives and junior paediatricians to senior registrars, consultants or other departments. 
Midwives were able to undertake the examinations of the newborn at home (29%) which 
allowed for greater flexibility and maternal satisfaction at earlier discharge from hospital.
Quality of routine examinations using video assessment (Townsend et al
2004:19-23)
The quality of the routine examination of the newborn carried out by midwives and senior 
house officers (SHO) using video recordings was examined. A total of 39 eligible babies 
were randomised to a midwife (11) and a SHO (8). Examiners were videoed on 2 separate 
occasions undertaking the examination of the newborn.
The results found major differences in the inter-rater agreement for the quality of 
examinations between the midwives and SHOs. Senior midwives rated higher than the 
consultant paediatricians; however overall the quality of the midwives’ examinations was 
higher specifically in relation to their communication skills and quality of the examinations, 
specifically the physical examinations of the heart and lungs. The Hip examination was 
assessed as poor for both midwives and junior paediatricians. This is consistent with the 
NSC (2008) findings for examination of the hips and a reason why the Newborn Physical
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Examination Programme (2010) identified Hip Screening as a key competency requirement 
for health professionals undertaking the examination of the newborn.
Referrals (Townsend et al 2004:25-33)
Part of the study was to assess the appropriateness of referrals as this was identified as a 
key outcome of the examination of the newborn. The study did not seek to explore the rates 
of identification of conditions or outcome of referrals. The findings indicated that there was no 
evidence or significant differences in the midwives verses SHO referral rates.
Qualitative study of the opinions of SHOs, midwives, GPs and mothers 
(Townsend et al 2004:35-39).
This qualitative element of the study explored new mothers, midwives' SHOs, and GPs 
attitudes to the examination of the newborn. In total 40 participants were interviewed (10 of 
each), mothers who had recently delivered, midwives, SHOs and GPs.
Data was collected using semi-structured interviews from newly delivered mothers (mothers 
were all recruited whilst in the hospital postnatal ward and had their babies examined whilst 
they were in hospital or in the community). Ten midwives were purposefully selected, five 
were trained in the examination of the newborn baby and currently undertaking newborn 
examinations and five who were not trained so were not undertaking this examination of the 
newborn. They had varied clinical experience and worked in differing environments. The 
majority had been qualified for more than 10 years. The GPs all had experience in 
examination of the newborn. They were based in community practices from two Health 
Authorities. SHOs were on their paediatric placement experience ranged from a few months 
to years.
All groups perceived the examination of the newborn as a useful screening tool. Mothers 
expressed greater satisfaction with midwives performing the examination of their newborn as 
it facilitated continuity of care earlier discharge home and they provided health promotion and 
advice. There was disagreement amongst the health professionals about who should provide
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health promotion advice and when and where was the most appropriate time to complete the 
examination.
Midwives in the study who were undertaking the examination of the newborn cited increased 
job satisfaction, ability to give continuity of care and improved knowledge and understanding 
of the newborn. They believed they were able to be autonomous practitioners. Midwives 
perceived that quality of care was improved for mothers including improved communication.
Concerns cited by mid wives were a possible increase in workload, pressure to increase roles 
and responsibilities taking on examinations of babies that did not meet their criteria for 
discharge. They also believed by incorporating examination of the newborn into their practice 
overall standards of care were not compromised.
SHO identified they had little or no formal training in the examination of the newborn. They 
perceived they did not have time to do the examination but felt that when organised time was 
given during the day, this facilitated them in completing the examinations.
There was debate amongst professionals as to adequacy of training, (for doctors this is 
inadequate). All agreed midwives with the appropriate training can complete the examination 
of the newborn.
The National Survey (Townsend et al 2004 41-47)
A national survey was undertaken for this study which aimed to determine the numbers of 
midwives undertaking the examination of the newborn in England.
Questionnaires were sent to consultant paediatricians and midwifery managers in all 
maternity units in England (197) as well as 12 universities in England who provided the 
examination of the newborn (previously known as N96) post-registration course.
Questionnaires were returned from 86% of maternity units. Results showed that nationally 
only about 2% of babies were examined by a midwife and 92% were examined by SHOs. A 
third of midwives with the examination of the newborn qualification did not utilise their skills. 
Rates of referral were similar between both groups. Discharge times varied from four-48
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hours the average was six. The acceptable discharge time at the time this study was carried 
out was six hours. This was the minimum acceptable time.
Interviews with representatives of Royal Colleges. Training bodies, professional 
bodies and consumer groups: response to findings of the EMREN study and 
opinions about the examination of the newborn (Townsend et al 2004: 49-51)
Interviews were conducted with 7 representatives from professional bodies and other 
organisations with interest in examination of the newborn. They were all very positive about 
midwives taking on this responsibility.
Cost implications of midwives examining the newborn' (Townsend et ai 2004: 
53-55)
The final element of the EMREN research study was related to the cost implications and 
analysis for midwives examining newborn babies. Significant cost savings were identified by 
the researchers if midwives were to undertake examination of the newborn for those babies 
for whom there were no complications of birth or in the antenatal history. Figures were given 
as a saving of £2.00 per baby (in 2004) which was equivalent at that time to a national saving 
of £1.2 million.
Townsend, J., Wolke, D., Hayes, J., Dave, S., Rogers, 0., Bloomfield, L., Quist-Therson, E., 
Tomlin, M., Messer, D., (2004). Routine examination of the newborn: the EMREN study. 
Evaluation of an extension of the midwife role including a randomised controlled trial of 
appropriately trained midwives and paediatric senior house officers. Health Technology 
Assessment NHS R&D Programme. 8(14). www.hta.ac.uk accessed 12/2012.
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Research Log
The following pages provide an account of my learning and research planning over the last 
four years. The log demonstrates the progress and achievements I have made. It provides 
evidence of the research process and decision making undertaken. It provides a form of 
governance for my research project and I believe demonstrates rigour with my chosen 
methodology. Inclusion of the ethical processes time intervals and solutions are also given.
The concept of reflection is not new (Brown & Ryan 2003) As a clinician and educationalist I 
consider myself reflexive but intuitively utilise Kolb and Fry’s (1975) Experiential Learning 
Cycle when reflecting on practice. Experiential learning is associated with lived experience 
and participation with the phenomena. Learning is achieved through reflecting on 
experiences, making sense of and reflecting within the situation. There is an abundance of 
literature around reflective practice and experiential learning (Smith 2012, Nakielski 2005) 
and I acknowledge the work of among others Schon (1983), and Boud Keogh and Walkers’ 
(1985) reflective cycle as influential in my own professional and personal reflective practice 
and learning. In Kolb & Fry’s’ Experiential Learning Cycle effective learning is said to take 
place in four stages however, I do not always follow the sequential steps of the model 
instead it provides a framework for reflection and critical thought and I adapt as necessary
I consider myself critically subjective and self-reflexive (Hammersley 1995) although 
combined at times whilst writing this thesis these have been my biggest challenges. My 
supervisors commented on ‘hearing me speak’ when reading drafts thus the term the 
researcher being utilised throughout this thesis. I acknowledge that it was difficult at times 
not to say what I think rather to listen and write what participants in the study had to say and
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others but I believe this has facilitated me in exploring their beliefs and behaviours in the 
wider social context.
The research log is a succinct summary of my journey (for this is what it was for me) and 
combines records from my reflective diary, field notes, course notes, supervisory meetings 
and annual reviews.
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Overview of the integration of integration of knowledge research and practice
1.1 Introduction
The taught elements of the Doctorate of Clinical Practice have contributed to my professional 
and personal development and my final research thesis and provided integration of research 
knowledge into my clinical practice. An indication of how this has been achieved is provided 
below with a succinct summary of the taught elements. Part Two contains copies of all 
assignments undertaken, in addition to the published paper.
2.0 Communities of practice
The concept of communities of practice and all belonging to them with principles of shared 
knowledge and value was key learning for me. Many of our group believed this module 
should have been one that carried an assessment. Communities of practice explored how 
knowledge is shaped and how learning can shape practice and promote change. In addition 
to the development of critical thinking, the sociological perspectives and philosophies of 
professional knowledge, paradigms, epistemologies and ontology that underpin the value of 
knowledge within a range of disciplines were explored.
The challenges identified for the doctoral level learner and critical thinking (i.e. confidence, 
problem solving, knowledge, time, flexibility, support and tolerance) are recognised and have 
been acknowledged during the last four years. The mentors who have undertaken the EONB 
some of whom were participants in this research study belong to a community of practice. My 
intention is to promote this further once the thesis is completed.
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3.0 Power, Politics and Policy
This module gave us greater understanding of the development and delivery of health and 
social care policy in Europe. It was a fascinating and informative module which facilitated 
increased awareness of how policy is conceived and developed, plus the legislative 
processes which drive policy forward and the influencing factors which drive or act as 
resistors for policy implementation.
The assessment gave us the opportunity to explore a key policy linked to our own specialist 
area of practice, for me the natural choice was the National Screening Committees Newborn 
and Infant Physical Examination policy/programme (NSC NIPE 2008). I was able to explore 
this policy/programme its impact on service and care provision and gain incredible insight 
into the influences and apathy for this policies full implementation which, still exists some four 
years on from the introduction of the policy/programme and has been discussed within my 
thesis.
4.0 Advanced Research Methods
Advanced research methods provided specialist knowledge, greater understanding and skills 
in critical thinking and appraising research methodologies.
During this module the importance of careful sampling in healthcare was highlighted, from a 
practical perspective, and generalizability. In addition to determining the most appropriate 
methodology for any research study the complexities of research governance and analysing 
and interpreting the literature were key messages.
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Comprehension of methods for statistical analysis and tools was informative but still requires 
further study. Whilst undertaking the doctoral programme I was able to attend additional 
study to be able to utilise the data analysis tool Atlas Tl. I would welcome the opportunity to 
develop these skills further at a later date. Developing strategies for organising material and 
development of writing skills at doctoral level have been integral to my achievement and 
completion of this thesis.
5.0 Leadership in Healthcare Organisations
A case study analysis of leadership, management in an organisation was the assessment for 
this module with production of a Service Development Plan. This came at an opportunistic 
time and was influential in my ability to bring about a change in communications between the 
Higher Education Institution (HEI) in which I work and clinical practice.
I was experiencing difficulties at work with education liaison managers having no idea what 
modules their staff in clinical practice where undertaking to complete their Degree and 
Masters level study. With numerous pathway options available and an abundance of module 
choices streamlining of these was a priority, but the need for Education Liaison Managers 
(ELM) to identify which modules they would require within the following years academic 
contract was something I could action immediately. Utilisation of Kotters (1996) eight stage 
process of creating major change and collaborating with colleagues at the HEI and in clinical 
practice facilitated in the acceptance and ownership of The Pathway Plan'. Evaluating the 
plan six months later and making minor amendments assured practice we were listening to 
what they were saying.
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To date the pathway plan is still being used extremely effectively. Following completion of 
this thesis I will again confirm with colleagues and ELMs that the pathway plan continues to 
meet their needs and remains an effective tool to use.
6.0 Professional Development Opportunities
During the last four years I have been able to present at three conferences, one which I 
organised with a midwifery colleague from clinical practice and two which I was invited to 
present at. All three related to my thesis and the concept of examination of the newborn 
(EONB) from two different perspectives, one the integration of EONB into the pre-registration 
curriculum and the other from the concept of risk and improving quality and consistency in 
the post registration training for EONB. One of the conferences was for the NSC NIPE (NSC 
NIPE 2008) programme. My research study has provided me with the opportunity to make 
closer links with this organisation. I was invited to participate in their focus groups looking at 
standards and competencies in EONB and my permission was sought by them to approach 
Elsevier to discuss possible inclusion of elements of the DVD EONB (which is now available 
as an on line resource) into medical doctors training in EONB.
In the last four years I have also been able to present posters at two annual Royal College of 
Midwives Conferences (2009, 2011) exploring the reasons why midwives undertake the 
EONB course and utilisation of skills plus EONB, the way forward for pre registration 
curriculum.
Prior to commencement of the Doctorate of Clinical Practice I had been an advocate for 
inclusion of EONB into the pre registration curriculum, colleagues were mostly reticent and 
concerned that the demands of the curriculum would not facilitate this change; they also
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believed clinicians in practice would not be supportive of this. This research study has 
provided me with the knowledge and supporting theoretical evidence to change their 
opinions. Key has been the heads of midwifery support and midwifery participants' 
enthusiasm. Most recently I attended a midwifery curriculum development meeting at which 
heads of midwifery, service users and midwifery colleagues, lecturers were present. 
Following previous distribution of a paper documenting evidence of the findings from the 
thesis and with the support from practice and academic colleagues there was agreement that 
the EONB will be integrated into the midwifery curriculum from September 2013.
Findings from this study have also been published in the November issue of the British 
Journal of Midwifery (McDonald, Allan, Brown 2012). My intention is to continue to 
disseminate findings from the study and discuss further the concept of the specialist, 
advanced practitioner debate in midwifery.
7.0 References
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Perceptions of changing practice 
in the examination of the newborn, 
from holistic to opportunistic
Abstract
This paper presents selective findings from a larger grounded theory  
study of midwifery and continuing professional development. A grounded 
theory approach was used to analyse data concerning what motivates 
midwives to undertake the examination of the newborn post-registration 
midwifery course and then to utilise their skills or not. Key issues 
identified in the study related to the midwives'views and perceptions. 
They found that practice is changing and they are moving away from the  
holistic perspective of examination of the newborn baby to opportunistic 
examinations. The midwives'perceptions are that there is a difference 
in the knowledge and training for midwives compared to paediatricians 
and although the National Screening Committee has set standards and 
competencies adhered to by Universities across the UK, from the data 
in this study midwives do not observe paediatricians using them  in 
practice.The study findings suggest a change of culture and practice 
may be required by ail practitioners who carry out the examination of the  
newborn.
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T r a d it io n a lly  in  th e  U K  th e  d isch a rg e  e x a m in a tio n  o f  th e  n e w h o rn  in fa n t  was u n d e rta k e n  b y  p a e d ia tr ic ia n s  an d  genera l 
p ra c t it io n e rs  (D avies a n d  M c D o n a ld , 200 8 ). In  
1998, u n iv e rs it ie s  in  th e  U K  beg an  d e v e lo p in g  
c o n t in u in g  p ro fe s s io n a l t ra in in g  p ro g ra m m e s , 
w h ic h  e n a b le d  m id w iv e s , h e a lth  v is i to rs  and  
adva nced  n e o n a ta l nu rse  p ra c t it io n e rs  (A N N ? )  
to  e x te n d  th e ir  p ra c tic e  an d  p e r fo rm  th is  task. 
W it h  th e  in c re a s in g  d e m a n d s  o n  p a e d ia tr ic ia n s  
an d  th e  n e w  w o r k i r ^  t im e  d ire c tiv e  (D e p a rtm e n t 
o f  H e a lth  (D H ),  2007), i t  was recogn ised  th a t  th e  
d ischa rge  e x a m in a tio n  o f  th e  n o rm a l,  h e a lth y  te rm  
b a b y  c o u ld  be p e r fo rm e d  b y  p ra c t it io n e rs  w ith  
th e  a p p ro p ria te  t ra in in g  (Lee e t a l, 2001; Royal 
C o llege o f  M id w ive s , 2002; HaU an d  E U im an, 2006 ; 
D av ies  a n d  M c D o n a ld , 2008 ; N a tio n a l S c reen ing  
C o m m itte e , 200 8 ; N H S  Q u a li ty  Im p ro v e m e n t 
S co tla n d , 2008).
A s  a consequence a l l bab ies  in  th e  U K  are 
o f te n  e xa m in e d  a t b i r t h  b y  a m id w ife ,  fo llo w e d  
b y  a m o re  d e ta ile d  e x a m in a tio n  (k n o w n  as th e  
d ischarge  e x a m in a tio n )  w i th in  72 h o u rs  (N a tio n a l 
S c re e n in g  C o m m itte e  (N S C ), 2012; M c D o n a ld , 
2008a; M c D o n a ld  2O 08h; N a tio n a l In s t i tu te  fo r
H e a lth  a n d  C lin ic a l E xce llence (N IC E ), 200 6 ). 
T he  d ischarge  e x a m in a tio n  o f  th e  n e w h o rn  is 
u n d e rta k e n  to d a y  b y  p a e d ia tr ic ia n s , m id w iv e s , 
advanced n e o n a ta l nu rse  p ra c t it io n e rs  o r  genera l 
p ra c t it io n e rs  ( in  th e  c o m m u n ity ) .  T h e  scope 
o f  p ra c tic e  has also b ro a d e n e d  f ro m  m id w iv e s  
e x a m in in g  ‘n o rm a l te rm  h e a lth y  bab ies ’, i f  an d  
w h e n  th e y  w ere ab le  to  w i th in  t h e ir  bu sy  w o rk  
schedu les, to  th e  e x a m in a tio n  o f  ba b ie s  b o r n  w i th  
m U d m e c o n iu m  a n d  b y  e lec tive  caesarean se c tio n . 
T h is  b ro a d e n in g  o f  scope o f  p ra c tice  has  seen a 
change f ro m  th e  h o lis t ic  care fo r  m o th e rs  a n d  
bab ies  a m id w ife  has d e liv e re d  to  o p p o r tu n is t ic  
e x a m in a tio n s  o f  ba b ie s  w h o m  o th e r  m id w iv e s  have 
d e live re d  a n d  in c re a s in g ly  m id w iv e s  a llo c a te d  to  
an  e x a m in a tio n  o f  th e  n e w b o rn  d ischa rge  ro ta  
o r  e x a m in a tio n  o f  th e  n e w b o rn  c lin ic  ru n  b y  
m id w ive s . In  a d d it io n ,  th e  e x p e c ta tio n  o f  m a n y  
p a e d ia tr ic ia n s  is  th a t  a ll m id  w ive s  u n d e rta k e  
e x a m in a tio n  o f  th e  n e w b o rn .
A  search o f  u n iv e rs it ie s  across th e  U K  w h o  o ffe r  
th e  course  id e n t if ie d  v a r io u s  d e liv e ry  p a tte rn s  
w ith  a w id e  range o f  assessm ents. S ta ff  th a t  access 
th e  courses in c lu d e ; m id w ive s , n e o n a ta l nurses, 
a dva nced  n e o n a ta l n u rse  p ra c t it io n e rs ,  h e a lth  
v is ito rs  a n d  in  one  area an  e xp e rie n ce d  m a te rn ity  
care ass is tan t. O n  average, th e  course  la s ts  b e tw e e n  
3 a n d  9  m o n th s , is d e liv e re d  a t d eg ree  an d  m aste rs  
le ve l a n d  re q u ire s  p ra c t it io n e rs  to  d e m o n s tra te  
advanced  s k il ls  t ra in in g ,  t h is  w i l l  in c lu d e  en h a n ce d  
o b se rva tio n , a u s c u lta tio n  (h e a rt a n d  lu n g s ) an d  
p a lp a t io n . D e te c t io n  o f  th e  re d  re fle x  in  th e  eye, 
a b d o m in a l p a lp a t io n , e x a m in in g  fo r  descended  
testes a n d  e x c lu s io n  o f  h ip  d is lo c a t io n , these  s ld lls  
are recogn ised  n a t io n a lly  as p a r t  o f  th e  e x te n d e d  
ro le  an d  id e n t if ie d  b y  th e  N u rs in g  a n d  M id w ife ry  
C o u n c il (N M C , 200 8).
A s  m id w iv e s  th e re  is  a p ro fe s s io n a l re q u ire m e n t 
a n d  r e s p o n s ib i l i t y  to  m a in ta in  s k i l ls  a n d  
co m p e te n c ie s  (N M C , 2 0 0 8 ); m a n y  N H S  tru s ts  o ffe r  
in -h o u se  e x a m in a tio n  o f  th e  n e w b o rn  u p d a te s  
a lth o u g h  th e  R oya l C o llege  o f  M id  w ives  an d  N M C  
do  n o t  s p e c ify  th is  as a re q u ire m e n t.  T h e re  are also 
no s t ip u la t io n s  fo r  th e  fre q u e n c y  o f  e x a m in a tio n s  
fo r  m id w iv e s  to  m a in ta in  s k il ls  a n d  co m p e te n c ie s ;
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th is  is fo r the m idw ife as part o f  her professional 
code o f conduct to  determine.
The tra in in g  undertaken by medical s ta ff 
to be able to undertalee the routine discharge 
exam ination o f the newborn is variable, as is the 
maintenance o f  skills and competencies. Medical 
tra in ing  to become a doctor talces on average 7 years 
(NHS Medical Education, 2012). This involves 
3-year undergraduate m edical education— a 
period o f  study at medical school (attached to a 
university) w ith  c lin ica l placements in  hospital 
and com m unity settings. Followed by a foundation 
programme— a 2-year period which all UK medical 
graduates m ust undertake before moving on to 
fu rthe r tra in ing, (firs t year foundation doctors 
are Icnown as Fi). Three m onths in to  the ir second 
year, trainees (F2s) w ill apply fo r th e ir  speciality 
tra in ing  for example paediatrics, gynaecology and 
obstetrics, general practitioner. The length and 
nature o f  the tra in ing  w ill depend upon the career 
area and /or specialty in  which the doctor wishes to 
work. According to the competencies frame wo d< 
fo r medical tra in ing  there is no requirem ent to 
undertake specific tra in ir ^  in  the exam ination o f  
the newborn in fant.
For those general practitioners who continue 
to provide the exam ination o f the newborn 
exam ination at home, m idw ives in  the study 
perceive tha t they may have on ly  eiqierienced a 
short placement in  both  the neonatal u n it and 
children's ward. Many general practitioners no 
longer o ffer th is  service although th is  may change 
w ith  changes to  government (DH, 2012).
A  welcome and positive step forw ard to 
ensure some improvem ent and consistency in  
the  exam ination o f  the new born tra in in g  for 
medical s ta ff was highlighted at the NIPE national 
conference ‘B u ild ing  Better Futures Through 
Earlier Diagnosis’, he ld  in  London (May 2012). 
Declan O ’Brien, NIPE programme manager for 
tra in in g  and com m unication at the NSC, and D r 
M ark Sellwood, consultant neonatal paediatrician 
at UCLH, are part o f the C lin ical Examination 
Training W ork ing Sub-Group, which is look ing 
at producing an online tra in in g  resource package 
specifically aimed at medical s ta ff bu t for all 
practitioners who undertalce the exam ination o f 
the new born (NSC, 2012).
A i m  o f  t h e  s t u d y
The firs t aim  o f  the study was to explore and 
explain fi'om  the m idwives’ perspectives what 
has m otivated them  to extend the ir practice and 
undertake the post-registration exam ination o f  
the newborn tra in in g  and to understand why 
some midwives use th e ir  skills once qua lified but
others do not. The second aim was to  explore what 
the expectations are from  the heads o f  m idw ifery 
when they are investing resources fo r m idwives to 
attend the tra in ing and obta in th is  qualification. 
The focus o f th is  paper is to discuss selected 
find ings from  the study concerning m idwives’ 
perceptions tha t there is a d istinct difference in  the 
tra in ing  and knowledge acquisition and u ltim ate ly  
in  the  physical exam ination o f  the newborn 
carried out by  midwives and paediatricians. It  is 
recommended that as a result o f  th is disparity, 
the relationships between those professionals who 
undertake the examination o f  the newborn needs 
to be examined more closely and recognition o f 
the qualities, the experience and expertise o f each 
practitioner acknowledged to facilita te a change in  
the culture in  practice.
M e t h o d
A  grounded theory approach (Glaser and Strauss, 
1967; Corbin and Strauss, 2008; Charmaz, 2010) 
was adopted as it  is a suitable approach when 
considering c lin ica l in q u iry  related to clin ica l 
practice and e lic its pa rtic ipants perspectives 
(C h iov itti and Piran, 2003; Ellis and Crookes, 
2004; E llio tt and Lazenbatt, 2005; Cluett and B lu ff 
2006). It  is also considered to be appropriate to use 
a grounded theory approach when lit t le  is known 
about a specific area or the research study is based 
on social interactions o r experiences w h ich aim to 
test a process and ‘no t to test o r verify an existing 
theory’ (Lingard et al, 2008; 459).
Sample
Seventeen participants took part in  th is  study, 12 
midwives who had undertalcen the exam ination o f 
the newborn course between 2004 and 2011 from  
five NHS trusts in  the East o f  England and five 
heads o f  m idw ifery  were interviewed. Ten o f the 12 
midwives were u tilis in g  the ir skills and two were 
no longer practic ing the discharge examination, 
both are now in  senior management positions.
Data collection
Data were collected th rough in d iv idua l interviews 
and concurrent data co llection  and analysis, 
constant comparative analysis and theoretical 
sampling (Glaser and Strauss, 1967). A ll interviews 
were d ig ita lly  recorded. Memos were made during 
the in terviews and notes made when listening to 
the in terviews before verbatim  transcrip tion.
Rigour
W ide ly  accepted techniques were used to ensure 
rigour, inc lud ing constant comparison (Charmaz, 
2010). Participants have been able to review the ir
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interviews and were able to provided feedback 
to ensure data analysis was consistent w ith  the ir 
experience and understanding.
Ethical considerations
The study was conducted in accordance w ith  the 
UK guidelines on human subject research (DH, 
3005); explicit informed consent was sought from 
participants. The study received approval o f the 
Research Ethics Committee o f the University o f 
Surrey, Anglia Ruskin University and research 
governance from all five NHS trusts in  the East o f 
England.
R e s u l t s
Training and knowledge acquisition 
The difference in  tra in ing  for midwives and 
paediatricians in  this area o f practice was raised by 
all participants. Interestingly all those midwives 
interviewed are o f  the impression that the majority 
o f jun io r paediatricians have litt le  training in  the 
‘normal healthy neonate’; however, none were 
aware o f what training the doctors actually had. 
A  consistent criticism  from  the midwives is that 
the paediatricians who undertake the examination 
o f the newborn do not do so thoroughly, 
paediatricians overwhelmingly were perceived by 
the m idwife participants to 'see one, do one’. 
W hile  the NSC’s Newborn and Infant Physical 
Examination— Standards and Competencies 
(NIPE) policy is on m a in ta in ii^  standards, quality 
and consistency in  the physical examination in 
practice, the m ajority o f participants in  the study 
had lim ited  Icnowledge and understanding o f NIPE 
and from the ir perception medics had even less 
knowledge and understanding. In  one NHS trust 
there was evidence o f shared learning and active 
m entoring o f  medical colleagues by a midwife, one 
participant suggested that:
‘I  don’t  th in k  paedia tricians accept the 
fa c t  th a t they  don’t  do the assessm en t 
thoroughly o r as accurately as a m idw ife  
does. So u n til i t ’s taken  on board by the  
m edical team  th a t the ir skills aren’t  as 
effective as they should  he, I don’t  th in k  
we will m ove on  and there is s til l  som e  
reluctance, especially w ith in  m y tru sts  
fo r  them  to acknowledge the fa c t  th a t  
they probably need  to look  a t the ir  sk ill 
se ts ’. (Participant 12)
Change in culture and practice 
The data suggests that there has been a change 
in  the role and responsibility o f midwives who 
now undertake in  some areas the m ajority o f the
‘normal’ newborn examinations. This change in  
practice has had a significant impact on the care 
for mothers and babies, not least in  facilitating an 
earlier dischaige home. For some midwives and 
paediatricians this has brought about a positive 
change in  the culture o f working relationships for 
others it continues to be a challenge.
7 do f i n d  the SHOs [senior house  
officers] o ften  com e to  m e and ask m y  
advice when they detect som eth ing  on a 
baby.’ (Participant 3 )
One participant a senior m idw ifr w ith 29 years 
experience stated:
7 w ould only w a n t to  refer to a registrar,
I  w ill bleep a registrar te ll them  m y  
problem  and they’ll send down their  
SHO, which I ’m  n o t very happy w ith  and  
I ’ll g e t back o n  the phone and I ’ll say  
excuse me. I ’m  n o t referring like-to-like  
here, they have no m ore training than I  
do and in  fa c t  I have more training than  
they  do, so I  w an t to  ta lk  to  you  and n o t  
an SH O ’. (P articipan ts)
One o f the more senior midwife participants 
has introduced peer observation for midwives 
and medical colleagues to facilitate learning and 
shared knowledge and understanding. Midwives 
act as mentors not only for those midwives who 
undertake the examination o f the newborn 
training but also for the ir medical colleagues.
A  change in the perceptions o f both midwives 
and paediatricians would be beneficial to facilitate 
improved working relationships. There is a need 
for mutual understanding and acknowledgement 
o f the knowledge and skills they bring to practice. 
The opportunity for shared learning should be 
encouraged and is welcomed by the midwives. One 
o f the participants in  the study commented:
7 know w hen they were using one o f  
th e  c o nsu ltan t paedia tricians as a 
m entor, they fo u n d  i t  very beneficial and  
actually  th a t m ade b e tte r  rela tionships  
w ith  the m idw ife and th e  paed ia tricians’ 
(Participant 15)
Data obtained from the study identified that 
there is a need to clarifythe rolesand responsibilities 
o f the midwives who perform  the examination o f 
the newborn. A ll midwives w ith in  the study had 
something to say about the relationships they had 
w ith  the paediatricians.
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Heads o f m idw ifery in  the study commented 
on the challenges faced to ensure midwives and 
paediatricians worked together:
‘W here I ’d been w orking  before the team  
were so well fu n c tio n in g  th a t in actual 
fa c t  it  had such  good rela tionships  
w ith  the paediatricians. Here the  
rela tionships are okay b u t they  are n o t  
really un ited  as a team ’ (Participant i j )
W hen one head o f m idw ifery was asked why 
‘teams' worked well in  some units and not others 
she suggested:
'Nationally each u n it w ill fu n c tio n  fo r  
exam ina tion  o f  the newborn dependen t 
on the e ngagem ent you have w ith  
the co nsu ltan t paedia tricians and  
the engagem ent is n o t so good here.
You know, they keep th a t pow er to 
them selves. A nd  i t  is ab o u t control.’ 
(Participant 13)
Guidelines
There is inconsistency in  the policy and practice 
for discharge criteria for midwives across the UK 
w ith  a variation in  guidelines from one NHS trust 
to the other. Some consistency in  the guidelines 
and agreement on which babies can be examined 
by the midwife would be beneficial. Although 3 o f 
the 5 m idwifery units in  this study have introduced 
a daily or weelcend rota or m idw ife-led baby 
clinics others have not and increasingly conflict 
arises w ith paediatricians expecting midwives to 
be available to complete the normal newborn 
in fant examinations on the postnatal wards and 
m idwifery led units, leaving them  to concentrate 
on the ‘high risk’ infants.
Referrals
Referrals are another contentious issue, midwives 
identified anomalies w ith in  the ir trusts about 
who to refer to and when. Midwives in  the study 
a ll identified that they would refer any anomalies 
to the paediatric registrar. The more experienced 
and confident midwives in  the study would 
also complete specific referrals directly to the 
appropriate clinic or clinical specialist w ith  the 
support o f the ir paediatric colleagues. Others had 
to refer to the F2 complete the referral document 
for them and then the F2 would refer to the clinic. 
Midwives in  the study identified that many more 
o f  the ir paediatric colleagues w ill now accept 
referrals from  them and acknowledge that they 
are extremely competent m idw ifery colleagues.
W ith  the in troduction o f  the NIPE Screening 
Management and Reporting Tools (SMART) p ilo t 
currently running and being implemented around 
the UK (NSC, 2012) i t  is anticipated that there 
wiU be some consistency in the examination, 
referrals and audit, specifically in  relation to the 
eye examination, heart, hips and descended testes.
To facilitateaconsistent ands)'stematic approach 
to documenting the examination it  is the authors 
hope that at some tim e in  the not too distant future 
the ‘child health record’, the infamous ‘Red Book’ 
for mothers and babies, which is the only constant 
in  a myriad o f paperwork and documentation, 
should contain a consistent and comprehensive 
detailed examination o f the newborn check, 
which all practitioners w ith  a responsibility for 
examination o f the newborn would be required to 
complete w ith in  the recommended 72 hours.
D i s c u s s i o n
There are a few studies that have looked at 
m idwives’ roles and responsibilities in  the 
examination o f the newborn and there is a need to 
look to the future o f service provision in this area 
o f practice (Clarke and Simms, 2012). Wolke et al 
(2002) specifically identified increased maternal 
satisfaction w ith  the examination carried out by 
the midwife, and that paediatricians identified 
themselves that the ir tra ining was poor in  this 
area. Lanlehin (2011) identified factors that shape 
midwives’ under-utilisation o f  th e ir  skills, for 
example, the number o f midwives available w ith  
the skills to examine the newborn; the varying 
levels o f support from  medical staff and managers 
which influenced midwives’ ability  to practice 
and conflic ting  prio rities  in  practice that 
shaped the tim e to be available to undertake the 
examinations in the midwives normal working 
day. A ll these studies identified that midwives who 
were using the ir skills to examine the newborn 
expressed personal and professional satisfaction 
and a belie f that it  should come under the remit 
o f the midwife (Lumsden, 2005). However, the 
concept o f moving from  holistic to opportunistic 
examining o f babies and the need to integrate 
the examination o f the newborn into midwifery 
practice has not been etqjlored.
It is also not clear in  the existing literature how 
many midwives in  the UK are using the ir skills and 
whether this is increasing as midwives tra in  in  this 
area. In  2004 only 2% o f babies in  England were 
examined by a midwife (WoUce et al, 2002) whereas 
Clarke and Simms (2012) identified a significant 
number o f  the ir m id wives used their skills. This 
is a sim ilar finding to this study and Clark and 
Simms found that whether midwives used these
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Key points
•  While undertaking the physical examination of the newborn, the 
perception was that midwives were more thorough than paediatricians
•  The training carried out by midwives and their knowledge of the 
newborn infant was perceived to be more comprehensive than the F2 
paediatricians
•  There is a need to recognise and acknowledge the qualities, the 
experience and expertise of each practitioner who undertakes the 
examination of the newborn to facilitate a change in the culture In 
practice
•  Generally there is a lack of knowledge and understanding of the 
National Screening Committees, NIPE programme
•  Examinations of the Newborn NHS Trust Guidelines vary across the 
UK. There Is inconsistency in discharge criteria the timing of discharge 
and referrals
•  increasingly midwives are moving from holistic to opportunistic 
examination of the newborn
sldlls depended on midwives f in d ir^  protected 
tim e, a m idw ifery led clinic for examination o f 
the newborn being established and mentorship 
support.
Lanlehin et al (2011) had d ifficu lty  attracting 
respondents who were not using the ir sldlls to take 
part in  the ir survey; th is  was also the case w ith 
th is study. A  National Survey o f all m aternity units 
identifying how many o f  the ir midwives have the 
skills and are using them may provide more up to 
date evidence. However, early findings suggest the 
reason for this is that over 95% o f  the midwives 
whom have the sldlls in  the five NHS Trusts in  this 
study are using them.
L i m i t a t i o n s
W hile over 100 midwives from an examination 
o f  the newborn mentor database were invited to 
participate in  the research only two who are not 
using their skills agreed to take part in  the study. 
Midwives who did not have the qualification were 
not invited to participate and paediatricians were 
not included in  the study.
C o n c l u s i o n s
Midwives in the study identified that they can 
and do woric well w ith  the ir medical counterparts; 
however, a shared icnowledge and understanding 
o f the ir tra ining and expertise in  relation to the 
newborn is seen by those interviewed as vita l to 
improve and develop relationships. They felt that 
i t  was im portant to work as a ‘team’ and not in 
isolation and it is essential to acknowledge W ien 
colleagues are unable to examine a baby due to 
other work commitments. There is a sense from 
the participants in  this study o f change ta k ir^
place in  practice and the culture in  which they 
are working. Many midwives who undertook the 
course believed achievement o f the examination 
o f the newborn qualification would give them  the 
opportunity to provide holistic care for mothers 
and babies and while this is s till possible, all 
participants commented on the movement from 
offering holistic care to opportunistic discharging 
o f the newborn by midwives who would be 
allocated to a rota. The concept o f integration o f 
exam inationofthe newborn into holistic m idw ifery 
practice has been identified as the core category 
w ith in  this study. W ith  the NIPE standards' and 
competencies’ framework, the implementation 
o f the SMART tool and improvements in  audit, 
it  is hoped that change w ill be effective. W ith  the 
integration o f examination o f the newborn into 
the pre-registration m idwifery curriculum  and 
the anticipated new training package for medics’ 
the potential for increased learning opportunities 
and improved working relationships between the 
multi-professional teams can be fostered. bjm
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Power Politics and Policy
1.1 Introduction Policy Review
The interface of power politics and policy is reviewed within this paper; in addition an 
exploration and critical review of a policy related to my specialist area of practice will be 
undertaken. By utilising Walt and Gilson’s (1994) policy analysis tool the aim is to identify 
and discuss the drivers and resistors which have influenced the National Screening 
Committees Newborn and Infant Physical Examination policy/programme’, (NIPE) ( NSC 
2008). The impact on service and care provision will be considered with the aim to make 
recommendations for future policy implementation.
There are a number of definitions which describe what a policy is; Blank & Burau 
(2004:15) for example, suggest that policy “can be used to refer to general statements of 
intention, past or present actions in particular areas or a set of standing rules to guide 
actions”. Ham (2004:115) suggests that a policy can be dynamic, it is rarely static and it 
often changes as a result of a change in focus from the government. Policy initiation is 
also influenced by the population, specifically if there is an identified issue or concern.
Blank & Burau use the term ‘policy arena’ to describe the actual environment in which
policy is developed and implemented, they suggest that a characteristic of health policy is
not knowing if the actual service into which the policy, will be or has been introduced is
good or poor, thus the importance of data collection and audit, this is a specific
requirement identified in the NIPE policy. Blank & Burau (2004:15) also describe public
policy as “a goal driven course of action designed to promote, maintain or prevent a
particular state of affairs”, this could be perceived as a somewhat biased description
however, it is likely that it is true. Meanwhile Buse et al (2009:6) refer to public policy as,
‘government policy’. With the notion of ‘power’ being behind the government, it is
therefore not surprising that writers suggest no matter what the policy is as long as the 
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government support it, it is more likely to be taken forward (Ham 2004, Hunter 2003). In 
the UK our government is the only ‘organisation’ with legitimate authority to make 
decisions that are binding and in theory the decisions made are carried out in the name of 
society. Whilst other organisations or networks may make decisions which in effect have 
influence on individuals these are not legally binding.
There are three types of public policy (Blank & Burau 2004) these are described as. 
Regulatory, Distributive and Redistributive. Health Care Policy is believed to be one of 
the most controversial and emotive (Blank & Burau 2004:17), not least because it affects 
a greater number of people than some policies but also because it is both redistributive 
and regulatory which can produce conflict. For example, the perceived ‘post code lottery 
of health care, drugs and resources (Guardian 2009).
From a Global perspective, another consideration when discussing the implication for the 
implementation and authorisation of a policy is the type of government in power and the 
demographic, economic and environmental characteristics of the country (Brugha and 
Zwi 2002), for example, the perception is that the more centralised a government is the 
more rapid policy changes take place, a more fragmented political system (i.e. USA) the 
longer changes to policy will take, conversely a political system like the UK may witness 
more frequent policy changes and restructuring (Blank & Burau 2004:36, Walt et al 1999), 
this can be resource and labour intensive and possibly destabilising to an institution or 
society (Bradshaw 2004:87).
A successful policy according to Blank & Burau (2004:87) is one which is sensitive to
needs, cost effective, efficient and provides,” high quality services for all citizens on an
equal basis”. After all, would policies be introduced if it were not to achieve this? Certainly
it would be interesting to determine how many policies are successfully implemented and
why some take so long to implement, if there is a substantial delay we also have to
question if they are still meeting the needs of the initial policy requirements. Successive 
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Governments in the UK have undertaken policy development and implementation each 
with its own merits and demerits (Ham 2004:115). Today policy in our current Labour 
government is made through a process which is known as Partnership in Power (Ham 
2004); the process is designed to involve both the wider community and stakeholders. 
Key to their policy making decisions are select committees, civil servants and special 
advisors, for example Lord Darzi, (www.labour.ora.uk/labour policies June 2009).
2.0 Policy Analysis
Walt et al (2008:308) state that “Health policy analysis is a multi-disciplinary approach to 
public policy that aims to explain the interaction between institutions, interests and ideas 
in the policy process”. It is useful both from a retrospective and prospective perspective 
as it enables policy makers to understand what success and failures have occurred in the 
past.
The importance of policy analysis has only been recognized as a formal process in the 
last twenty years, previously policy analysis was perceived as a ‘technical exercise' or 
‘political act’, carried out for the analysts own purpose’ (Schlesinger 2006). More 
consideration is now given to the actual content and process, by which a policy has been 
formulated (Musick 1998, Walt et al 2008), described by Schlesinger as an ‘interpretive 
task’; analysts are now asking why a policy has been formalised.
Increasingly it would appear that the importance of current research and innovation
impacting on patient care and policy development/implementation is also recognised.
With the Publication of Lord Darzi’s interim report ‘Our Nation our Future’ in which he
recommends the establishment of a ‘Health Innovation Council’ which will act as a
guardian for innovation in the NHS (Darzi 2007, Universities 2007), it is anticipated that if
implemented, this will give further credence to a policy (specifically within the NHS) and
encourage adoption and implementation. According to Hunter (2003) the use of evidence 
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based policy and practice has been the “exception rather than the rule”, he suggests and 
others would concur that whilst there is evidence to support or refute a policy or practice it 
can be challenging to initiate a change.
Those who develop a policy should have knowledge and understanding of the drivers and 
resistors of the policy and consider these when recommending changes or 
developments. There are two key issues when we consider the implementation of a 
policy, these are stakeholder support and governmental monetary support, without 
allocated funds to help initiate the policy changes and the support of the stakeholders, 
who may or may not help to cascade and implement the policy into practice, a policy is 
unlikely to be implemented. (Blank & Burau 2004:10, Buse et al 2009:121 Bradshaw 
2004:87).
There are numerous policies within the UK related to all areas of society. A policy can 
also be described as a programme as is the case with the National Screening 
Committees Screening Programmes. The National Screening Committee Newborn (NSC) 
and Infant Physical Examination standards and competencies programme (NIPE 2008) 
was not adequately disseminated and as a result it does not appear to be well supported 
or effectively implemented into practice even though the following key issues impact on 
society:-
■ The NIPE Policy will impact on the whole of the UK. This policy focuses on 
professional competencies but also standards of practice therefore its impact 
affects not only clinicians’ but all new mothers and newborn babies. However, 
whereas some other NSC programme for example, antenatal screening, are 
perceived by the public to specifically address individual clients needs the 
implications and effects of this policy are less tangible.
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■ It is appreciated and understood that the health sector has different characteristics 
to other social sectors and this needs to be considered when undertaking policy 
analysis notably the size of the organisation, the number of stakeholders involved, 
perceived need and relevance, and the ease, willingness or difficulty of 
implementation, across the multidisciplinary team. At times governments and 
organisation want quick fixes which can lead to reductionism. This policy has far 
reaching implications and numerous strands for consideration, for example, a 
fundamental message is that all practitioners who carry out the discharge NIPE 
should be aware of this policy however, from communication with practitioners this 
is not the case.
■ A key outcome of the policy is the training and education of practitioners and 
maintenance of competency. The policy states that training needs to be 
comparable, yet does not state how this is to be achieved or assessed both from 
the University training or Hospital Trust/Community perspective.
■ Within the policy there is emphasis on quality and data collection and the need to 
identify a named ‘lead’ to co-ordinate and collect data. This does not appear to be 
happening in practice.
There is minimal written about how to actually undertake policy analysis (Musick 1998)
although this is changing and there are a number of policy analysis frameworks with
which we can analyse a policy, for example; Varvasovszky and Brugha (2000), Reich
and Cooper (1996) and Bossert (1998), (cited by Walt et al 2008). Each one is linked to
health but follows a different approach. Musick (1998) describes a framework for
successful policy analysis, ‘Policy Analysis in Medical Education’ which is based on a
systematic approach to policy analysis, it focus’s on twelve ingredients (e.g. conceptual,
cultural, economic, ideological, political, and historical), whilst all twelve may not be of
equal value to a policy, consideration should be given to them all before implementation 
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and change are considered. He suggests that this systematic formal approach to policy 
analysis whilst time consuming results in more informed and rigorous policy decisions. 
Elements of Musick’s policy analysis can be used to analyse the NIPE policy however, a 
more appropriate and succinct analytical framework the; ‘Policy Analysis Triangle' 
developed by Walt and Gilson’s 1994 (cited by Buse et al 2008), has been adopted. This 
analysis tool translates easily to the NIPE policy; it is specifically related to health and “is 
grounded in a political economy perspective” (Walt & Gilson 1994). It takes into
consideration four specific elements, the actors the process, context and content and
considers how they all interact to shape policy. It is acknowledged that the four elements 
are all interrelated and cannot be considered in isolation of one another. The aim herein 
is to analyse the NIPE policy in greater depth and detail and to consider the many factors 
which influence and link each one of these.
Walt et al (2008) discuss the place of ‘frameworks’ in policy analysis and the
merits/demerits of these Ostrom (2007) suggests that “frameworks organize inquiry by 
identifying elements and relationships among elements that need to be considered for 
theory generation “, one such framework is Sabatier & Jenkins (1993) ‘stages heuristic’ 
which divides public policy process into four stages:-
1. Problem identification & issue recognition (agenda setting). An issue usually 
within society is identified and awareness made to those who can initiate 
action.
2. Policy formulation- during this stage the design and content of a policy is taken 
forward.
3. Policy implementation.
4. Policy evaluation- at this stage the impact of a policy is assessed.
Public policy may not easily ‘fit’ into a framework, (Sabatier 2007) but by combining the
policy analysis triangle with the stages heuristic a more comprehensive analysis of the
policy can be undertaken, arguably theory development within policy analysis is an 
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important consideration; as it can provide a deeper understanding of the variables and 
coherence to knowledge and understanding of a policy (Walt et al 2008).
Change occurs and policies are revised often more quickly in Health and Education, 
mainly because of public demand, increased understanding, new research, increased 
awareness of an issue of concern or because of a significant event. However, what is 
apparent is that even though there are numerous policies in place, implementation is far 
from guaranteed. Importantly if there is a delay in implementation of a policy and further 
review and analysis take place, new ‘actors’ become involved and the impetus for change 
often gathers momentum but the ‘goal posts’ can change, with resultant delay 
(Universities UK 2007, Walt et al 1999).
One such policy is the Newborn and Infant Physical Examination standards and 
competencies (NSC 2008). Whilst government papers had highlighted the importance of 
the initial examination of the newborn and the DOH National Service Framework (2004) 
called for a national approach to universal physical screening of the newborn (and 
infants) it was not until 2005 when the National Screening Committee (NSC) put together 
a draft of ‘standards and competencies, a programme for professionals undertaking the 
discharge examination’, that the importance of consistency, competency and standards 
were truly recognised (NSC 2005). The standards in 2005 were specifically looking at the 
training and education in England and Wales. It was not until March 2008 that the 
Newborn and Infant Physical Examination standards and competencies were published. 
With this publication the competencies, quality assurance and performance monitoring 
were emphasised.
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2.1 Analysis of the NIPE policy;
The Context combined with problem identification & issue recognition describes the 
factors which influence a policy; these may be social, political, economic, and cultural or 
possibly International (Buse et al 2009:11) they are also recognised as drivers and 
resistors to a policy development.
In the UK the routine discharge examination of the newborn was traditionally carried out 
by doctors. Over twelve years ago Universities in the UK developed training programmes 
which enabled midwives, health visitors and advanced neonatal nurse practitioners 
(ANNP), to take on this role. With the increasing demands on doctors and the new 
working time directive (DOH 2007), it was recognised that the discharge examination of 
the ‘normal term healthy baby’ could be performed by these practitioners with the 
appropriate training. (Hall & Elliman 2006, Davies & McDonald 2008, NSC 2008, NHS 
Quality Improvement Scotland 2008, ROM 2002). The actual training undertaken by 
medical staff verses midwives and ANNP to be able to undertake the routine discharge 
examination of the newborn is variable as is the maintenance of skills and competencies 
(McDonald 2008). Studies carried out identified that ultimately parents did not mind who 
carried out the examination as long as it was undertaken. (Townsend et al 2004, Lee et al 
2001). The important study by Townsend et al in 2004 appears to have changed the 
medical professions perception of other professional’s ability to effectively carry out the 
examination, this study looked at senior house officer’s verses midwives ability to 
effectively carry out the examination and provide advice and support to mothers and their 
families. Mothers rated mid wives highly for the physical examination, their health 
promotion advice and their ability to provide continuity of care.
Whilst numerous Universities provide training and there are many midwifery, medical and
paediatric textbooks discussing the physical examination of the newborn (Tappero &
Honeyfield 2003, McDonald 2008) there were no agreed standards or processes, either 
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for performing the examination itself or for the training required and until the NHS Quality 
Improvement Practice (2004) best practice statement was published there were no 
nationally agreed evidence-based guidelines.
In 2004 the Department of Health (DH) National Service Framework for children, young 
people and maternity services (NSF), set out standards of care for health related 
diseases, disabilities and patients, in standard one they identified the need for a standard 
routine for examination of the newborn. In 2008 the DH, Child Health Promotion 
Programme (DH, CHPP 2008) aimed to strengthen that of standard one of the NSF (DH 
2004). In order to do this the Commission for Health Improvement Programme (CHIP), 
aimed to give up to date clear guidance on how to provide a high quality service. They 
are responsible for monitoring and improving the standards of care at a local level, this 
includes a Programme of screening tests for example the Newborn Physical Examination 
and promotes health and wellbeing for women, babies and their families. The CHIP 
evidence is based on Hall and Elliman, Health for All Children (2006). CHPP outlines 
quite clearly the importance of the newborn check and the need to understand when and 
how to provide specialist referral. The need to work closely with mothers and fathers is 
also emphasised. CHIP states that local commissioners and providers of all services 
related to mothers, babies and their families have a responsibility to ensure that the 
competence of the workforce is maintained monitored and assessed.
It is important to differentiate between the normal newborn check which is performed on 
all newborn babies, most often by a midwife in the UK, this is a top to toe examination 
after birth. In comparison to the discharge examination which should be performed within 
72 hours of birth (NSC 2008). The discharge examination involves a more detailed 
physical examination of the newborn which aims to detect any anomalies and screens for 
problems with the babies’ eyes (cataracts), a cardiovascular and respiratory examination, 
abdominal palpation, hip examination and in boys descended testes. The main purpose
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of the examination is to identify any babies who may have a condition which needs 
further investigation and therefore referral.
It was not until February 2005 that the ‘Draft’ UK National Screening Committee Newborn 
Physical Examination Competencies Document which identified the quality standards for 
training and competencies for England were published (NSC 2005). It is unclear if they 
were well publicised, anecdotal evidence suggests otherwise (they were also removed 
from the website in 2006). The National Screening Committee’s remit was to explore the 
training and education needs of those healthcare professions who undertook the newborn 
physical examination and develop a national framework of competencies . It was not until 
three years later in March 2008 that the NSC published the Newborn and Infant Physical 
Examination Standards and Competencies policy (NSC 2008). The aim of the standards 
is to raise the quality of the newborn examination which will subsequently provide 
consistency with the screening process.
The National Institute for Clinical Excellence (NICE) was established in 1999, NICE have
responsibility for setting, measuring and improving quality standards in the UK they are
responsible for evaluating new technologies and care guidelines with regards to clinical
cost effectiveness, (http://www.nice.ora.uk/ 2006, Blank & Burau 2004:137).
In 2006 NICE produced postnatal care guidelines which cover what should be included in
the newborn physical examination however, they do not discuss standards or how the
discharge examination should actually be conducted. In their defence the Guidelines are
nationally recognised because of the highly valued opinions of the organisation and the
requirement to utilise NICE guidelines within practice, although practice does not have to
adopt the NICE guidelines it is considered good practice to do so. Other than the NICE
Postnatal Care guidelines (2006) and the NHS Quality Improvement Scotland Best
Practice Statement Routine Examination of the newborn (2004) there appear to be no
other national or international guidelines specifically related to standards and
competencies. Whilst CHPP and NICE outline the content of the newborn physical 
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examination the NIPE policy concentrates on the screening pathways for the examination 
and the standards and competencies required of practitioners.
Blank & Burau (2004:19) suggest that services can be improved by adopting ideas that 
have worked elsewhere whether this is in the UK or abroad and having a global 
perspective with comparative analysis may be useful. Consideration of the policy arena 
for example the population differences, cultural, social and political variances would as 
previously highlighted impact on any comparative analysis. It has not been possible to 
determine if there are any policies globally which outline the standards and competencies 
related to the Physical Examination of the Newborn other than those in Scotland, these 
could be adopted abroad however, they may well be in place under a different guise, for 
example in New Zealand part of pre-registration training involves the discharge 
examination of the newborn and is integral to their training (Davies & McDonald 2008).
Key aspects in relation to roles and responsibilities for service commissioning and 
provision and providing services’ of the NSC 2008, policy are outlined in part 7.1 and 7.2 
(pages 36-37). Clearly stated is that, “each NHS Trust and PCT offering maternity 
services/primary care should nominate an individual with clear responsibility for co­
ordinating newborn and 6-8 week examinations”. Six years on there is no clear indication 
from personal communication with the NSC (Sancho 2009) and local NH Trusts that that 
this is happening. It could be argued that if there was a nominated lead then the policy 
profile would be raised and greater knowledge and understanding of the importance and 
implications for the health and wellbeing of mothers and babies acknowledged. It is 
appreciated that Local and National organisational structures will influence the 
implementation of this policy. (Watt et al 2005).
Emphasis within this policy as previously stated is on maintaining standards, quality and
consistency in the physical examination in practice. The responsibility and accountability
for this is clearly outlined in the policy (7.3:37). Whilst Universities have to develop 
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approved programmes of study it is apparent from reviewing University websites that the 
actual training and assessment for the programme varies considerably. The actual 
physical assessment would one hope be consistent but this is difficult to determine. Audit 
of practice is one way to achieve this and certainly this is recommended by CHIPP and 
within this policy however, from a personal search of five local NHS Trusts it would 
appear only one has some evidence of audit of practitioners performance and monitoring 
of outcomes of the newborn physical examinations and in personal communication with 
the NSC they are also of the opinion that there is no evidence of local or national audits in 
place although a more direct approach to Trusts may be beneficial. The NHS Quality 
Improvement Scotland (2008) have produced an audit tool for use in Scotland it is not 
clear if this tool could be used within England although it is a lengthy document and 
revisits the entire examination, this in itself may deter practitioners from completing the 
form on all occasions, it would certainly be a time consuming exercise (with the risk of 
inaccuracies) to complete the discharge documentation and then report this for audit, a 
more simplistic audit tool may be beneficial. Therefore whilst the NIPE policy and other 
documents highlight the importance of quality and standards for practice we do not have 
assurance that they are being implemented.
With the absence of any evidence of practice competency or audit of practice, the NSC
has identified the need to develop a subsequent Screening Programme: Newborn and
Infant Physical Examination (unofficially known as NIPE 4) (NSC 2009a). The NSC has
recognised the need for an IT system to record all screening programmes linked to child
health. They recognised that the performance of the NIPE process was variable across
the UK and have sought to address this by bringing together an IT system which would
facilitate the recording and monitoring of the screening process. Imperative to its success
will be the ‘buy in’ of all interested parties, i.e. doctors, GP’s, midwives and health visitors.
It is difficult to envisage this in practice; however the National Hearing Screening is a
good example of an effective IT system (NSC 2009b). There are many quality assurance 
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elements to the NIPE policy (7.5:40) and an IT system may realistically be the only way to 
achieve a substantial number of these.
2.1.2 Content (the substance of the policy)
To set the NIPE policy in context it is important to understand how the NSC develops 
their policies. The UK National Screening Committee (NSC) has over a hundred 
screening policies on conditions ranging from anemia in pregnancy to vision in adults 
(NSC 2009c) Sometimes the NSC will recommend that screening for a condition should 
be offered and other times that based on the current available evidence screening should 
not be. Reviews of all the NSC programmes are undertaken every 3 years.
The Review Process undertaken by the NSC follows this process:
■ Stakeholder review
■ Knowledge update
■ External review
■ UK NSC reach a decision
A policy review can take between 6 and 24 months, depending on the amount of new 
evidence to review, how controversial the policy is and the number of stakeholders 
involved. As the review process starts, an estimated completed date will be calculated 
however, this can be modified. This does give some insight into how long it takes a policy 
to become approved and again gives rise to the question of how relevant and up to date 
is all the evidence.
Any health policy should identify and clarify goals and objectives early on. Blank & Burau 
(2004) suggest they can be broad or programme specific but they are critical when we 
evaluate the success or failure of a project, generally the broader the goal the more 
difficult it is to measure, this has been acknowledged by the NSC and this is one of the 
reasons why they are developing NIPE 4.
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Actors/stakeholders (this is the term to describe individuals or organisations and the 
effect they have on policy) and their link with policy formulation:
The actors (stakeholders) within a policy formation may involve small numbers or 
contributions from a vast number of people and networks. A network framework is defined 
by many however, a general consensus as described by Walt et al appears to be that 
“networks are clusters of actors linked together, who may be closely connected or loosely 
structured but are still capable of engaging in collective action” (2008:308 ) Walt et al 
suggest many more actors are now involved in policy making. Those involved in a policy 
network may have common values, they can share resources and they obviously (we 
would hope) have a common interest in the policy to be developed and analyzed, they 
may be from the public and or private sector (Buse et al 2002). Conversely Shiftman et al 
(2002) suggests we should not presume that the actors have the pre-requisite information 
the knowledge and understanding and in practice they may well not be cognizant of the 
alternatives, certainly this may well be the reality and further exploration of ‘failed’ policies 
would substantiate this claim. The actors’ perspectives and personal influences are 
difficult to determine when bringing together a network of people however, it is important 
to recognize that some of the actors can be very influential (Buse et al 2009:10, Lee et al 
2002:97)and they all need to be coherent to maximize the potential of any given policy. In 
addition it is worth noting that the actors themselves are not usually involved in the actual 
implementation of the policy (Ham 2004).
To facilitate a perceived lack of knowledge and understanding of evidence based
practice, researchers and actors can utilize the “evidence-informed policy and practice
pathway” Bowen & Zwi (2005). The pathway has three stages in which the evidence is
initially sourced, utilized and then implemented. The pathway encourages recognition of
the importance of diffusion and the constraints of the organization to adopt and act and
factors which influence decision making in relation to the actors own personal influences,
beliefs and capabilities in addition to an organisations’ inertia. In theory in the UK the 
PART TW O  Sharon McDonald 26
Government is the principle actor involved in health policy (Blank & Burau 2004:84) we 
can only ‘hope’ and assume that decisions are made with consideration of the 
aforementioned prerequisites (Parry and Deakin 2000).
From the wider perspective policy formation and implementation across countries can be 
and is more difficult to control and formulate. Analysis on an International scale is also 
more likely to rely on current data, information and reports (Varvasovszky & Brugha 
2000). The WHO and other national and international organisation support research into 
public health policy however, how much support is very much dependent on health needs 
and priorities (McCarthy 2009). With the effects of globalization and the reduction in 
geographical distances we can observe inter-collaboration with other countries on certain 
policy initiatives. Some of these have had far reaching powerful effects for example, 
changing the spread of disease and infection (Varvasovszky & Brugha 2000). However, 
the sometime challenging political influences and economic situation and individual 
countries priorities compared to that of the global community with differing nations 
perceived needs and cultural differences will influence policy formation and 
implementation (drivers and resistors to a coalition), not least in the time it can take to 
formulate a policy (Walt et al 1999, Shiftman et al 2002, Lee et al 2002:13). A further 
consideration is that often there is involvement of many ‘actors’ in the policy process, 
some of whom may not have direct involvement or understanding of the health services. 
(Buse ef a/. 2005).
In the UK the NSC involves as many interested parties in the policy review process as 
possible. Key players in their policy development are for example Consultant 
Paediatricians and specialists in the field of Child health. General Practitioners (GP’s) 
Midwives, Health visitors. Members of the Child Health Subgroup, Children’s Services, 
and professional groups working at a national level. Other potential consultées will be 
identified through internet searches.
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The knowledge update is formally shared with all consultées to give them the opportunity 
to identify any missing research or evidence. The external review is also shared with 
consultées for comments before it goes to the UK NSC. Feedback is generally given via 
electronic communication.
The policies are then widely circulated to a number of practitioners/networks and 
specialists in the field. The ‘actors’ involved in the policy formation are then extended to 
focus groups of practitioners/professionals, this is to acknowledge the work already done 
was significant and ‘along the right lines’.
3.0 The Policy Process
“Process refers to the way in which policies are initiated, developed or formulated, 
negotiated, communicated, implemented and evaluated” Buse et al (2005:13). Whilst the 
NSC has clear guidance on their policy process they like all others who develop policy 
are influenced by the drivers and resistors, those who drive the policy (as stated above) 
can also be the resistors. Policy, Politics and Power often go hand in hand, the actors 
who wield the most power are often seen to drive the policy in a direction most suited to 
their needs and objectives. Certain individuals or groups may have greater influence and 
power than others within certain policy making decisions, it is argued that power can also 
be exercised to dominate or limit the scope of policy agenda, with ‘non-decision’ making 
part of the policy process. The theory of pluralism is that no one person or group holds 
power however, realistically the power of a few is often seen when key decisions on 
policy are made (Buse et al 2009:21, Parry & Deakin 2000:1, Ham 2004:116). The same 
it can be argued could be said for policy implementation.
As well as recognising that the performance was varied across the UK thus the
imperative for NIPE 4 (NSC 2008), doubts were raised as to how many people were
actually aware of the NIPE policy and the standards and competencies, this conclusion 
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has been reached from discussions with staff at the NSC and from a focus group which I 
attended at the NSC headquarters in October 2008, where paediatric registrars, health 
visitors and midwives stated this. The procurement of an information technology (IT) 
system as a means of collecting information related to the examination itself with 
emphasis specifically related to four areas of the examination (eyes, heart, hips and 
testes) will it is anticipated raise awareness and standards. A key reason for undertaking 
this next step is also to ensure the NSC’s programmes are not seen to be ineffective. 
Interestingly there was no mention in NIPE 4 of the current NHS IT programme, 
Connecting for Health (Universities 2007), this is an information system which will hold 
records of millions of NHS patients from the ‘cradle to the grave’, it is anticipated that this 
IT system will provide a means of monitoring essentially treatment and care however, it 
would be interesting to determine if there will be a link to this system and the NSC IT 
system. It is also curious to note that if we have one IT system under development why 
are we developing another one, why not broaden the facilities and capabilities of the NHS 
one? is it that the ‘developers or ‘actors’ are not speaking to each other or is it that they 
are not comparable, this is a consideration for further analysis at a later date.
4.0 Conclusion
Sometimes as practitioners we want to see the ‘quick fix’ option, just as the policy drivers 
(government etc), we feel we have the answers to a problem because we live and 
breathe it, at times the answer is very simple however, the wider picture (a more global 
perspective), cost, practicality and environmental considerations impact on change and 
do need to be considered. Whilst some policies need to be developed and implemented 
in a short period of time policy evaluation should be undertaken before the next stage or 
a review is undertaken (Buse et al 2005 Walt et al 1998). The NIPE policy was never 
going to be a ‘quick fix’.
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For effective practice policy implementation the key players must be the clinicians 
expected to deliver the policy outcomes. Their involvement in the policy development will 
help to facilitate its effective acceptance. On review of the acknowledged contributors for 
the NIPE policy, the NSC engaged the appropriate networks and actors. In addition 
evidence based practice research, we are assured, was carried however, its diffusion 
across the UK has been poor. An identified weakness of this policy has been the 
ineffective dissemination and governance of the national guidance NSC (2009). An IT 
system may well address this but an important consideration must be the recognition and 
assurance that duplication will not take place. (A concern has to be that there does not 
appear to be any linking to the NHS IT database which would facilitate the transference of 
data) assurances should be made that we are not developing IT systems when ones 
already exist that could be just as effective. Linking all this information into the Child 
Health Records is essential this would also facilitate audit and data collection. Effective 
communication is essential between all parties.
Watt et all (2005:308) states that “Policy Implementation in any health care system relies 
upon provider commitment. Policies that do not address the organisational, professional 
and social contexts are unlikely to successful implementation”. Lack of funding is also 
attributed to inaction of a policy (Walt et al 2008, Walt et al 1999). It is not suggested 
herein that this is the case with this policy; rather that there is possible apathy towards 
this policy in an environment where government targets and clinical risk are high on the 
agenda; the perceived risk is low and awareness poor. There is inconclusive evidence 
that Hospital Trusts across the UK have identified a lead to ensure the roles and 
responsibilities for service commissioning and provision and the provision of services are 
adopted which has been identified as key to the effective implementation of this policy.
Importantly it may be perceived that this policy is already being implemented in practice.
All babies are examined after birth, are practitioners not ‘doing it anyway’? The emphasis
on audit, quality, competence and standards will have to change for this perception to 
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change. Perhaps the Royal College of Midwives should make a statement to this effect 
and possibly those practitioners who undertake the discharge examination of the 
newborn should have this element of their enhanced practice discussed at supervisory 
meetings with a requirement for practitioners to evidence how they have maintained their 
skilis and competencies.
Universities may or may not have adopted the core competencies into their training 
programmes. It is unclear how the NSC aims to address the issue of perceived 
inconsistencies in training. The assumption from the NSC and NHSQIS standards and 
competency frameworks is that Universities will adopt a structured approach and utilize 
the core competencies within their training courses (NSC 2008, NHSQIS 2008). A 
meeting organized by the NSC for later this year (2009) will invite Universities across 
England (one would hope Scotland and Wales will also be invited) to meet and discuss 
training and assessment in the Physical Examination of the Newborn. A wider and more 
complex decision will have to be made in order to facilitate the process of audit and 
identification of a lead for the role and responsibility for ensuring mothers and babies' 
needs are being met. Finally the widespread dissemination and acknowledgement of this 
policy in raising standards in practice for the newborn physical examination needs to be 
evidenced and fulfilled.
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Service Evaluation of a training update for Midwives with the Examination of the
Newborn Qualification.
1.1 Background
The first Examination of the Newborn Training Programme for post-registration midwives 
was introduced over 12 years ago, (Davies & McDonald 2008, Michaledes 1996). The 
training enables midwives to perform the discharge examination of the healthy term 
newborn, previously the remit of paediatricians (Wolke et al 2002). Townsend et al (2004) 
identified that 44% of all midwifery units in the United Kingdom, have mid wives with these 
requisite skills however; only 2% of babies are discharged by midwives. There have been 
no further studies conducted to determine if this number has increased and no studies 
undertaken to determine how many midwives are actually using their skills. The 
perception in practice is that many midwives with the qualification are not using their 
skills. We do have some understanding of the reasons why midwives are not performing 
the discharge examination, one example may be lack of confidence and the opportunity 
to utilise their skills (McDonald 2008a, Mitchell 2003a). Currently there is no professional 
body requirement or any training programmes designed for practitioners to undertake 
updates in the skills for discharge examination of the newborn (NMC, 2008, RCM 2002), 
although many National Health Service (NHS) maternity units have introduced their own 
updates in practice for their midwives.
What is apparent from the limited literature available is that mid wives are best placed to 
carry out the discharge examination of the newborn (Wolke et al 2002, Lumsden 2002). 
With the EU directive on working hours, paediatricians now have less time to carry out the 
examinations and General Practitioners are less likely to be undertaking this examination 
in the community (NSC 2008, McDonald 2008.b, Mitchell 2003a, Mitchell 2003.b).
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Therefore action needs to be taken to encourage those midwives with the skills to use 
them.
This idea for a service evaluation is based on the introduction of a training update for 
midwives with the examination of the newborn qualification, in one local NHS Trust. 
Service Evaluation Model
There are a number of models which could have been utilized for this service evaluation 
from the MRC model (Campbell et al 2005) to Management and Anthropological Models 
(Payne 1994). However, Kirkpatrick’s four-level model of training evaluation has been 
adopted.
Kirkpatrick’s (2007) four levels are identified as;
• Level 1- Reaction, the participant’s initial reaction to a training experience.
• Level 2- Learning, what learning has taken place
• Level 3- Behaviour, has behaviour changed as a result
• Level 4- Results, this final level ultimately should identify what impact the training
has had on the organisation.
Kirkpatrick’s model developed in 1959, is described by Tamkin, Yarnall and Kerrin (2002) 
as a popular, “simple and pragmatic model”. Its critics suggest that Kirkpatrick’s model is 
too simple and does not consider variables which may well affect and impact on the 
trainers learning and transfer of knowledge, Kirkpatrick’s’ model is seen to value 
organisational performance over reactions and there is a hierarchy of value placed on the 
different levels. In addition there is an assumption that each level has an association with 
the other, but there is insufficient research to substantiate the implied causal 
relationships. (Kirkpatrick 2007, Tamkin, Yarnall and Kerrin 2002,). Interestingly, in a 
review of a number of models carried out by Tamkin et al (2002), they identified all of 
them had similarities to Kirkpatrick’s model.
For all the critique and notions of simplicity, this framework is easily applied to practice 
and is therefore felt to be an appropriate framework to use. It is envisaged we will be able 
to demonstrate an improvement in both the practitioner’s confidence and skills acquisition 
and it will facilitate managers in measuring a return on their investment (in the initial 
training itself) and their service provision. Careful consideration will need to be given to 
the inhibitors to the trainees learning and skills acquisition which it is anticipated will be 
achieved from an initial pre-test and performance test (discussed further within).
2.0 Study Design
Aims and Objectives 
This study will:
• Evaluate if a training update increases midwives confidence.
• Investigate what the training needs are for those midwives with the discharge 
examination qualification.
• Explore the reasons why midwives are not using their skills.
The objectives are to:-
• Determine what steps are needed to increase midwives confidence.
• Determine what training is required to ensure midwives skills in discharge
examination of the newborn are up to date.
• Facilitate where possible greater utilisation of the midwives skills; by informing
midwifery managers what the inhibitors are from the midwives perspective.
A comparative study with a pre and post test design will be undertaken to achieve these.
2.1 Hypothesis
The Primary outcome: with a training update midwives will feel more confident to 
undertake discharge examination of the newborn and subsequently the numbers of 
babies discharged by midwives will increase.
PART TWO Sharon McDonald 40
3.0 Methodology
This service evaluation has been structured utilising a pre- and post test design (Polgar & 
Thomas 2008) Kirkpatrick’s model is further described herein.
A pre-test questionnaire will be given immediately prior to the training update, to 20 
midwives identified from one NHS Trust, with the examination of the newborn 
qualification. The questionnaire will aim to determine levels of knowledge and the attitude 
of the midwives to undertake the discharge examination. Specific questions will ask about 
their levels of confidence and their knowledge and understanding of certain skills. They 
will also have the option to provide qualitative commentary. A performance test, based on 
a scored skills assessment tool which is currently utilised by midwives, when they initially 
undertake their training, will actually assess their practical skills, for example, by 
demonstrating on a model and talking through the examination of the heart, hips or 
abdominal examination. In addition they will be asked to confirm the numbers of babies 
they have discharged in the last 3 months. This is a feasible request as midwives have a 
duty to undertake comprehensive record keeping and to maintain accurate records of 
their discharges (NMC 2008).
Ideally the responses from the pre-test will provide some insight into the midwives 
identified learning needs which, can then be incorporated into the training update 
(Kirkpatrick 2007:24). The training update will then be provided in house. This update will 
include theory and essential practical skills i.e. examining the heart, hips and abdomen. 
Whilst these are perceived to be skills which midwives are anxious about undertaking 
(McDonald 2008a) it may well be that from the pre-test, that these are identified by the 
midwives as of no concern but other areas of the examination are and the update will 
need to be adapted to incorporate these.
Immediately after the training participants’ will be asked to complete the questionnaire 
and performance test again, to ensure a 100% response rate.
A follow up questionnaire will be provided electronically to the midwives work e-mail 
address, at 3 months and 6 months post training, the questionnaire will be the same as 
before relating to confidence, skills, knowledge and attitude. Their practice skills can be 
assessed by the practice development midwife who has the qualification and has the 
ability to undertake their assessment. Additional questions which specifically ask if there 
have been any identified changes to their practice will be included.
4.0 Data collection
Both the pre-test and post-test questionnaire will be measured using the Likert 5 point 
scale, questions will be scored from strongly agree to strongly disagree. (Kirkpatrick 
2007:28). An analysis of the data will then enable the trainer to compare the scores from 
the pre and post-test answers, this will facilitate the trainer in determining if the training 
has met the midwives needs and if not they will give some indication as to what needs to 
be changed. The midwives will also be given, in confidence, their scores from each 
questionnaire. Recommendations and feedback to the mid wives and midwifery managers 
will need to be given in response to all findings in addition to data collated from the 
audits. It is envisaged that a pre-test will increase the validity of the findings.
A retrospective analysis will also be carried out, by auditing the notes of women who 
have delivered in the last 3 months. This will provide statistical data related to the number 
of babies discharged by midwives. The number of notes to be audited is estimated to be 
approximately 936. This figure is based on the estimated number of bookings for 
deliveries over a three month period between June and August.
Theoretically this service evaluation could extend to include senior house officers 
(Kirkpatrick 2007:7), many of whom anecdotally, have limited training in the examination 
of the ‘normal healthy term neonate’. However this will not be practical in the first delivery 
of the training update but a consideration for the future.
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5.0 Sample
• All midwives who have the examination of the newborn qualification in one district 
hospital. Number 20.
• The sample will consist of the same 20 midwives pre-test and post-test defined 
as immediately after the training, then again at 3 and 6 months post update 
training.
6.0 Time line
Practice test
Practice test
3 months Questionnaire
Week 12
Week 24 
6 months 
Questionnaire
Week 1.0 
Post-test questionnaire & 
performance test
9 months
Audit maternal notes from previous 3 
months.
Week 1 
Training update 
Theory & Practice 
Trainees satisfaction response
WeekO 
Retrospective analysis 
Audit notes from women who have 
delivered in the previous 3 months
Week 0.1 
•Pre-test questionnaire & 
performance test 
•Confirmation of number of discharge 
examinations
PART TWO Sharon McDonald 4 3
7.0 Risk assessment
This service evaluation is deemed to be low risk, however, the management of this 
service evaluation and an understanding of the issues of risk and the consequences to 
the practitioners, mothers and babies are integral to its development.
Midwives are autonomous practitioners in their own right; they are increasingly extending 
their roles and taking on more responsibility. Risk assessment is integral to their practice 
as is the knowledge and understanding of their professional boundaries. Midwives would 
only be expected to safely engage in practice for which they have had training, thus 
ensuring the principles of beneficence and non-maleficence are adhered to (NMC 2008). 
NHS Trust’s want midwives to have the skills to be able to perform the discharge 
examination, as this facilitates earlier discharges and relieves pressures on the wards, 
however this can give rise to a potential conflict, with the risk for midwives feeling 
vulnerable and being unable to say no to undertaking the discharge examination but 
actually not feeling confident to do so, as part of the update training this would be 
discussed along with the concept of human fallibility.
8.0 Ethical consideration
A Service Evaluation does not necessarily require ethical scrutiny however, ethical issues 
need to be considered and the appropriate ethical approval sought, if necessary, prior to 
the study commencing. Consideration will be given as to why we should introduce a 
change, what to change, who will benefit and be involved, where the changes take place 
and when. In addition consideration must be given to those midwives who may feel under 
pressure to participate in the training but actually do not wish to continue to use their 
enhanced examination of the newborn discharge skills. Management of this situation 
would be for those midwives, to be given the opportunity to discuss their concerns with 
their supervisor of midwives or manager. They would then be able to opt out of the 
training if appropriate (NMC 2008). Informed consent would be obtained from 
participants with assurances of confidentiality. Participants would be fully informed and
assured of the perceived benefits to the service and risks, this service evaluation will be 
looking at the perceived benefits to the current service and the care of mothers and 
babies (Kings College London 2010, NHS Research and Development forum 2006). It is 
not envisaged that ethical approval would be required for this service evaluation to be 
undertaken. Dissemination of findings would be undertaken.
Process- following Kirkpatrick’s four ieveis
9.1 Students' Reaction (Level 1): Participants satisfaction with the update training.
The training sessions will be delivered on two separate days, for 10 students at a time. 
This will facilitate release of staff from practice and to allow for the practical assessments 
to be completed. After completing the training (post-test) the midwives will be asked to 
evaluate their satisfaction with the training and its applicability to their practice. It is at this 
time that utilization of Kirkpatrick’s ‘reaction sheets’ (Kirkpatrick 2007:33) would be 
appropriate. These will determine the midwives perception of the training for example, 
method, delivery and content. Their satisfaction is measured using the same 5 point 
Likert scale with questions scored from strongly agree to strongly disagree examples of 
some of the key areas are:-
• Perception of the training- did it meet their needs?
• Trainers skill and utilization of appropriate materials
• Relevance and transferability to practice
• Method and place of delivery- practical verses theory
An action plan for future training in response to evaluations should be undertaken to 
ensure future training meets the needs of the practitioners.
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9.2 Learning evaluation (level 2): has knowledge, understanding and confidence 
increased from the initial training and sustained over a ionger period of time?
The post-test questionnaire and performance test will demonstrate if mid wives are now 
more confident in their ability to carry out the discharge examination, by undertaking the 
questionnaire/performance test immediately after the training, at 3 months and then again 
at 6 months post update training. It is anticipated the midwives levels of confidence in 
their knowledge and skills will increase and the scores will reflect this. In addition the 
numbers of babies they have discharged may increase and this can be confirmed by a 
quantifiable number from the records kept by the midwives. To further support the notion 
that the update training has supported them in achieving this a question will be added to 
the questionnaire specifically asking if they feel the training has enabled them to do this. 
Qualitative responses should be collated verbatim to ensure complete and unbiased data 
is recorded. However, it is acknowledged that trainees may not necessarily be able to 
apply their learning and a successful training update may not necessarily be a predictor 
of improvements in skills and confidence post training,
9.3 Behaviour Evaluation (level 3):
Completion of the questionnaire 6 months post update training is a realistic timeframe for 
the midwives to demonstrate an improvement in applied learning. Evidence of capability 
and confidence in the workplace can be demonstrated by an increase in the total number 
of babies discharged by the midwives. Observations in practice can also be undertaken 
to assess the midwives practice skills. An analysis of the sustainability of the change will 
need to be undertaken by the midwifery managers who should be acting on the 
responses to previous evaluations. It is anticipated that these will have highlighted the 
midwives comments regarding the barriers to undertaking the discharge examination, for 
example, insufficient resources, self-motivation, a lack of time and a lack of support for 
the midwives in practice to undertake the discharge examination. However it should be
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recognised that there is no guarantee that all participants will change the way in which 
they behave or that it can be sustained (Kirkpatrick 2007:94).
9.4 Results (level 4)
An evaluation of the short and long term benefits to practice and mothers and babies' 
experiences in the maternity unit is essential. This will involve auditing maternal notes 9 
months post training, over a period of approximately 3-4 months (July- October). The 
exact time frame would be determined by the number of deliveries depending on the time 
of year. An estimated 936 case notes would be accessed to ensure a comparable 
number with the pre-training update audit. The audit findings it is hoped will show an 
improvement in the numbers of babies being discharged by the midwives and give an 
indication of any pediatric referrals. The audits should also be able to identify reasons 
why midwives do not carry out the discharges and corroborate any previous audit findings 
(McDonald 2008a) for example;
• Lack of staff available to allow midwife to complete examination
• Time allocated to do examinations
• High numbers of babies which did not fall into their remit for discharging.
The overall outcomes measured would be:-
• The numbers of mid wives utilising their skills and undertaking the discharge
examination has increased.
This will be evidenced from midwives records of discharges, completion of the
questionnaires and audit results.
• The numbers of babies discharged by midwives has increased.
This will be evidenced by the audited notes of numbers of babies discharged by a 
midwife pre and post-test
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This service evaluation could also extend to the impact of earlier discharge on mothers’ 
satisfaction and the length of stay for mothers and babies. This could be determined by 
utilising a recognised satisfaction survey for the mothers to complete. However, 
acknowledgement of the many variables to an early discharge would have to be included 
within the data collected.
Ultimately the impact on the organisation should be assessed and evaluated against the 
initial objective and aims of the service evaluation.
10.0 Economic Evaluation
By undertaking a priority economic evaluation and analysis of this service evaluation, the 
cost-effectiveness and benefits to the service of having midwives undertake discharges 
can be measured in terms of efficiency and equity. A marginal analysis of the 
consequences and cost savings for mothers and babies being discharged earlier and a 
comparative analysis of the costs per hour of pediatricians labor verses midwives is 
possible and may well help with the decision to fund the update training and other costs 
which may occur in response to the findings of the data collection (Wonderling, Gruen & 
Black 2006, Mooney 2003:12, Donaldson, Mugford & Vale 2002).
The cost of providing training in terms of staff time and the possible costs of specialist
speakers’ i.e. doctors would have to be undertaken. Integral to the costs would also be 
deciding on the most appropriate environment for the training to be provided (Donaldson 
& Gerard 2005, Mooney, 2003, Donaldson, Mugford & Vale 2002),
The maternity services, with often limited resources allocated to training budgets would
have to meet the costs of training and resultant resources, one of which would be a
midwifery practitioner or pediatrician to undertake the practice assessments. It is
fortunate that the trust in which this service evaluation is to be carried out has a practice
development midwife with the Examination of the Newborn qualification. She could
therefore be approached to undertake observation of the practice assessments.
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Kirkpatrick (2007:2) clearly states that the trainer must have the pre-requisite skills. He 
also stipulates that an objective evaluation of the training and trainer should be 
undertaken.
11.0 Conclusion
An assessment of the effectiveness of the update training on increasing confidence in 
midwives with the skills to discharge newborn babies, will be reflected not only in the 
midwives willingness to carry out the discharges, but evidence of more babies being 
discharged by midwives. It will also impact on practice with continuity of care and mothers 
and babies going home earlier. This, it is anticipated, will increase satisfaction and be 
cost effective, with savings on in patient stays.
Dissemination of the results, surveillance and monitoring of the update training will be 
undertaken by ensuring written reports and verbal feedback is given to the midwives and 
midwifery managers. This service evaluation is designed to meet a local need however 
the transferability, generalisability and applicability of this service evaluation would be 
seen by the publication of the findings to a wider audience (Donaldson, Mugford & Vale 
2002, NHS Research and Development Forum 2006, Polgar & Thomas 2008).
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A case study analysis of leadership/management in an organisation 
Leading and managing with effective communication, the introduction and 
adoption of The Pathway Plan.
1.1 Introduction
This case study will focus on the importance of effective communication when 
implementing a developmental change in practice. As Director of Continuing Professional 
Development (CPD) within the Faculty of Health and Social Care at a University in the 
East of England, I have responsibility for producing a portfolio of training opportunities for 
Health Care Professionals and Allied Health Scientists. Approximately 9-12 months 
before they actually begin to access training, the portfolio is sent to the Strategic Health 
Authority (SHA) and local County Work Force Groups, who have responsibility for 
workforce planning (East of England 2010), from where it is subsequently made available 
to all the NHS Hospital Trusts and Primary Care Trusts (PCT) in the region. The County 
Workforce Groups (CWG), allocate a specific amount of money to be spent with our 
University to each NHS Trust and PCT the amount is based on their staffing numbers. 
Education Liaison Managers within each PCT and NHS Trust identify which modules and 
pathways they require from the portfolio to meet their staffs professional training and 
workforce development needs, once agreed the portfolio becomes a contract between 
our University the CWG, NHS Trusts and PCT’s. I then work very closely, with the 
Education Liaison Managers in Essex and Cambridgeshire specifically; supporting them 
and monitoring their contract spend.
2.0 Background
Whilst visiting the Education Liaison Managers in the latter half of 2009, it became 
apparent that they were faced with a difficult dilemma in a climate of increasing financial 
constraints. Although service improvement has been identified as being integral to 
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improving the experiences of both staff and patients (Smith & Mounter 2005), ultimately if 
the money is not available they have no choice but to limit educational training 
opportunities’. Interestingly the majority of the Education Liaison Managers had no idea of 
how many of their staffs were on Continuing Professional Development Pathways and 
what their staff’s future training requirements would be; consequently they were unable to 
succinctly align individual requirements within their financial envelope.
Many of the Education Liaison Manager’s wrote to staff seeking confirmation of their 
training to date and future training requirements, most did not respond within the 
allocated time, others did not respond at all. Some Academics had comprehensive 
student pathway records, although this was also inconsistent.
3.0 The Pathway Plan
The need for Education Liaison Managers to have some idea of staff training 
requirements for next year and the current inconsistency in Admission Tutors practice for 
recording students on pathways, were the drivers’ to develop and implement an 
effective, but not too onerous plan. It seemed appropriate to develop a process, and 
subsequently a tool, by which the Admission Tutors (also known as Pathway Leaders) 
could document the pathways which the Health and Social Care Students, on the BSc 
(Hons) and Masters Pathways wanted to undertake within our Faculty and share this with 
their Line Managers and the Education Liaison Managers, who in turn could sign for 
funding and keep a copy for their records for subsequent planning of their portfolio 
requirements.
The proposed change therefore was the introduction of a ‘Pathway Plan’ (appendix 1); I
believed it could be an effective tool for collating and communicating students training
requirements which would support the Academics at the University and inform the
students Managers. We would also be able to obtain approval from the Education Liaison 
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Managers for funding of pathways or individual modules only. The Education Liaison 
Managers would also have a base line number for some of their future contract 
requirements and it would facilitate them in identifying future workforce training 
requirements.
I believe I communicate well with the Academics involved in the delivery of the pathways 
concerned, the contracts team who administer the programmes and the Education 
Liaison Managers, as such I felt it was my responsibility to implement the Pathway Plan 
and appropriate for me to lead this change. Leadership is defined by Davidson & Peck 
(2005:45) as, “an interaction between two or more members of a group that often 
involves structuring or restructuring of the situation, perceptions and expectations of the 
members. Leaders are agents for change”. This is a succinct definition which I believe 
embodies my role. It is beyond the scope of this paper to discuss and analyse styles of 
leadership although I acknowledge there is a vast quantity of literature available.
4.0 Implementing the change
What was clear was that implementing this change would be a challenge and entail 
partnership working across the organisations. Price (2009) emphasises how effective 
communication is essential but can be difficult when working with multiple stakeholders. I 
am under no illusion that in order to facilitate this change in practice, key attributes, will 
be good leadership, collaboration and effective communication. Kotter's (1996:21) Eight- 
Stage Process of Creating Major Change Framework identifies ‘communicating the 
change' as an essential stage (stage 4) in the process of change; it is this stage which I 
will focus on and explore further within this case study. Whilst acknowledging the other 
stages are integral to a change.
Price (2009) also suggests that the reportedly high failure rate of change management
may be due to the, “wide range of contradictory and confusing theories and approaches”. 
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Numerous papers and books have been written on the subject of change (Torrington & 
Weightman 1994) and there are an abundance of claims which support the various 
methods and models of change management. However, a consistent theme reported in 
the literature relating to change management is the importance of effective 
communication which, will enhance the quality of a service or practice (Heathfield 2010, 
lies & Sutherland 2001, Kotter 1996, King & Anderson 1995). Kotter’s model is cited 
regularly in the literature around change management (Hayes 2007, Peck 2005, Anand 
2004, lies & Sutherland 2001, Kirkpatrick 2001, Ackerman 1997, Kotter 1996), originally 
developed in 1972, Kotters model is based on Lewins’ ideas from the 1950’s (Lewin 
1947, cited by Hayes 2007).
5.0 Case Study Analysis
Case Studies can be viewed from a quantitative or qualitative perspective (Newell. 2008, 
Cluett & Bluff 2006, Tellis 1997). The definition in the literature refers to a case study as 
a, multi-perspective’ analysis and an exploration or description of information specifically 
related to either an individual or a small group. Interestingly some literature suggests 
some of the characteristics of the case study cannot be generalised to a wider community 
or organisation (Cluett & Bluff 2006), others discuss the suitability of the case study in a 
more generalised setting (Yin 2009, Comm et al 2000, Stake 1995). By adopting a case 
study approach for this paper and utilising Kotters framework (described below) I believe I 
have gained a more holistic approach to analysing the change and greater understanding 
of strategies in which to communicate the change, this is described by Gomme et al 
(2000) as, a “rich insight”.
Within this case study, like many others, for change to be effective and adopted it 
requires a paradigm shift, and a breaking of the equilibrium (Hayes 2007). Lewin (1947) 
described this as unfreezing, whereby the participants in the organisation are involved in
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decisions, informed, reassured and ultimately understand the effectiveness of the 
change, they will then be more likely to participate. My hope that this is what will take 
place.
6.0 Kotter's Eight- Stage Process of Creating Major Change
From the literature it would seem that to initiate and implement a change, a model 
(framework) if utilised, is an effective way in which to introduce, monitor and maintain a 
change (Michie & West 2004, Ackerman 1997, Burke & Litwin 1992), although having 
looked at a number of frameworks it is important to adopt the right one. Kotters, Eight 
Stage Change Model seen in table 1 below, has been used effectively for minor and 
major organisational change in large corporations in addition to the Department of Health 
(Kotter 1996). I have taken a retrospective analysis of the change process undertaken in 
this Case Study using Kotters framework. The model easily translates into the steps I 
needed to take to introduce a change with multiple stakeholders and implementation of 
the Pathway Plan. It is a model which I feel I can continue to utilise effectively.
Long personal experience working in health systems make it easy to relate to all of 
Kotters' stages however, due to word limitation this paper will only explore and analyse 
stage 4; ‘Communicating the Vision. Kirkpatrick (2001: 37), in his ‘managers’ model for 
change’ asserts, “communication is a continuous process...it must be a two way process- 
telling and selling the plan, as well as listening to reactions and suggestions”. Kotter is 
explicit in his identification of communication as an essential step.
PART TWO Sharon McDonald 58
Table 1. Kotter's (1996:21) Eight- Stage Process of Creating Major Change
1. Establishing a Sense of Urgency
• Examining the market and competitive realities
•  Identifying and discussing crises, potential crises, or major opportunities
2. Creating the Guiding Coalition
• Putting together a group with enough power to lead the change
• Getting the group to work together like a team
3. Developing a vision and Strategy
•  Creating a vision to help direct the change effort
•  Developing strategies for achieving that vision
4. Communicating the Change Vision
• Using every vehicle possible to constantly communicate the new vision and 
strategies
• Having the guiding coalition role model the behavior expected of employees
5. Empowering Broad-Based Action
• Getting rid of obstacles
• Changing systems or structures that undermine the change vision
• Encourages risk taking and nontraditional ideas, activities, and actions
6. Generating Short -Term  Wins
• Planning for visible improvements in performance, or 'wins'
• Creating those wins
• Visibly recognizing and rewarding people who make the wins possible
7. Consolidating Gains and Producing More Change
• Using increased credibility to change all systems, structures, and policies that 
don’t fit the transformation vision
• Hiring, promoting, and developing people who can implement the change vision
• Reinvigorating the process with new projects, themes, and change agents
8. Anchoring New Approaches in the Culture
• Creating better performance through customer- and productivity- orientated 
behavior, more sand better leadership and more effective management
• Articulating the connections between new behaviors and organizational success
• Developing means to ensure leadership development and succession
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Whilst I am unable to discuss in-depth each stage of Kotter’s model it is important to 
identify some of what I believe are the perceived strengths of the model. The stages are 
clear and concise and guide you when making a change. It clearly identifies the 
employees as key to the success of any change as well as communication and an 
understanding of the ‘culture’. There are different cultures to consider in this case study, 
for example the SHA, NHS Trusts and the University, all of whom have different drivers.
Weaknesses I believe of the model could be seen to be that a systematic approach may 
be restrictive and the notion of a ‘top- down’ approach does not necessarily consider the 
opinions and frustrations of employees, Torrington & Weightman (1994) suggest this is a 
factor which may impede success. There is also a need to motivate and encourage 
participation; this may be difficult if the stakeholders put obstacles in the way, this issue is 
discussed further herein.
7.0 Communicating the Vision: How
There is a plethora of literature available which discusses and explores effective 
communication (Stanton 2004, Brooks: 2003, Grant 2003, Harvey 2002, Kotter & Cohen 
2002, Kirkpatrick 2001, McQuail 1994). Meyer & Stensaker (2009), Grant (2003) and 
Kirkpatrick (2001) identify some key issues for successful change; good communication, 
empathy, the need to change perceptions and emphasise participation. Kotter (2002) 
believes under-communicating the vision is a barrier to implementing change. 
Jarzabkowski & Balogun (2009) and Lines (2004) suggest that a barrier to successful 
change is not being able to change the perceptions of those involved in the change. 
Meanwhile Anand (2004) highlights how people become disillusioned when change is 
planned, initiated and then it is not implemented.
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Some of the principles for effective communication are good listening skills, timely 
responses, frequent personal face to face communication, accurate information giving, 
and answering questions honestly. Honest dialogue about the consequences of a change 
or innovation is essential according to Damanpour, Walker & Avellaneda (2009). 
Meanwhile Huggins 2010, Gulati 2007, Smith & Mounter (2005) discuss the importance 
of being clear about how the changes will affect others, being proactive, ensure good 
networks and collaboration, they also emphasis the importance of having an 
understanding of organisational culture.
Certainly I was cognisant of the need to seek commitment and participation of the 
Academics and the Education Liaison Managers (stakeholders) as this was crucial to 
ensure successful implementation of this change. Smith & Manter (2005:2) believe you 
achieve better results by informing and engaging people and emphasise the importance 
of effective communication to achieve this. The dichotomy of who to involve in the initial 
discussions was a dilemma, in all honesty I did not want anybody to sabotage 
implementation which, is what Meyer and Stensaker (2009) suggest may occur unless 
inclusion and exclusion of stakeholders is considered. Whilst I initially approached only 
two academics to develop the Pathway Plan with me, I fully intend to seek feedback from 
all participants (Academics, Education Liaison Managers and the contracts team) I also 
recognise and what Jarzabkowski &, Balogun (2009) emphasis is that negotiation and 
compromise will be required.
There are numerous channels of communication, from electronic (telematic media,
networks, web, intranet) visual media and face to face interaction, with numerous
communication models and theories and proponents of them (Northouse, 2001, McQuail
1994).I have utilised a much more interpersonal approach with face to face meetings with
Academics and Education Liaison Managers and telephone dialogue with them to
discuss and introduce the concept of the Pathway Plan. Smith & Mounter (2005:43)
suggest this is a more valued means of communication and is certainly part of my 
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leadership characteristics. Rather than the one-directional and impersonal approach of 
emails and electronic mailings, although I have also used e-mails to correspond with 
colleagues both in practice and in the University to share the Pathway Plan and to gauge 
opinion when it has not been possible to get all Academics together.
The Launch of the Pathway Plan was at a Joint Education Forum, attended by all 
Education Liaison Managers the County Workforce Leads and Academics. A hard copy 
of the Pathway Plan was distributed followed by electronic copies. Dialogue on a one to 
one basis continues at my regular visits where I am collating responses to be able to 
feedback to all participants later in the year.
7.1 Communicating the Vision: Why
After my initial discussions with the Education Liaison Managers in 2009,1 had a meeting 
with one key Academic who had a comprehensive database of NHS Trust staff on the 
BSc (Hons) Health & Social Care Pathway, and an effective pathway plan, I felt his 
documentation could form the template for a generic pathway plan which would facilitate 
improved practice and processes for the University and Practice areas. Informal 
discussions were had with our Education Liaison Mangers’ to determine if this was 
something they would find useful, overwhelmingly the response was yes.
I enlisted the help of this same Academic and another running the MSc Pathways to 
formulate and introduce the plan; both have extensive knowledge and understanding of 
the pathway planning process, which gave them credibility with other Academics, some of 
whom may have been reluctant for me to introduce a plan. These two Academics were to 
be my ‘Champions’, the Champion is identified by Hayes (2007), Smith and Mounter 
(2005), Kotter (1995) and Arnand (2004) as a vital resource to help initiate lead and 
support the implementation of a change.
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Meetings, emails, telephone and personal face to face communication were utilised to 
discuss with and gauge opinion from the admission tutors, who would be expected to 
complete the plan with students. It was vital to ensure these staff knew how the process 
from meeting students to forwarding the plan was going to work and to understand how it 
would benefit them as well as students and other stakeholders (the staff's direct 
managers and the Education Liaison Manager’s).
The importance of feeding back to the Academics in the first instance and in the future 
and evaluating the Pathway Plan is understood and acknowledged as good practice. 
Kotter (1995) suggests that in order for the Vision’ to be embedded in people’s minds you 
need to “communicate it frequently and powerfully”. It was also important to give reasons 
why the current process was being changed. Certainly this was an issue with email 
responses from some of the admission tutors, (identified as ‘blockers’ by Smith and 
Mounter 2005:91) asking why the change was needed and suggestions that it did not 
apply to their pathways. This necessitated me offering to meet and discuss the reasons 
for the proposed change. Having the confidence to proceed and being sincere are 
qualities Stanton (2004) suggests are beneficial when dealing with those who may be 
reluctant to support a change. Foley and Duck (2006) discuss these qualities and the 
importance of trust and effective relationships both short and long term in relation to the 
success of goals.
Woolridge, Schmidt & Floyd (2008), lies and Sutherland (2001), King & Anderson (1995) 
highlight that the attitude of individuals will influence the acceptance, adoption or 
resistance of an innovation or change. They support the notion that these reasons should 
be taken seriously and must be addressed as far as is reasonably possible. It was 
important to establish relationships with those influential in the implementation and 
success of this change and whilst some may be short term relationships others will be 
longer lasting. Specific concerns expressed by the Academics were the concerns that
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there was no reason to change, loss of authority, increased workload, and lack of 
knowledge and understanding of the Continuing Professional Development processes.
I was able to identify those who were ‘early adopters’, willing to participate, and those 
who were ‘laggards’, not so keen on change, (Brooks 2003). By showing empathy I have 
hopefully changed perceptions and ensured compliance. An example of which was the 
Health Visitor admission tutor, who felt that her pathway was set and modules did not 
change, therefore there was no need to complete a Pathway Plan. She had not attended 
any meetings and only responded to the email information provided. By meeting in 
person to go through the Pathway Plan and giving her further information and advising 
her that, for example; by her providing Education Liaison Managers with details of the 
second year’s modules names, they can request adequate numbers of the module for the 
next year, increased her knowledge, understanding and awareness and I hope her 
participation.
7.2 Communicating the Vision: When
I have been very cognisant of the need to include all interested parties into the
development and decision making process throughout (Price 2009). Dissemination of the
pathway plan, both verbal and guidance in writing, has now been given to all Education
Liaison Manager’s, academics and administrators involved with the Pathway Planning
Form (April 2010). When I have met with the Education Liaison Manager’s over the last
few months the Pathway Plan has been discussed in more detail, to ensure
understanding and facilitate compliance with completion. Currently we run Continuing
Professional Development road-shows at which we meet staff and inform them about
Continuing Professional Development training opportunities. Introducing the concept of
the Pathway Plan and urging staff to contact pathway leaders/admission tutors is
encouraged. The importance of repetition to get the message across and re-enforcing the
message cannot be underestimated (Kotter 1996). I am also hopeful that this will 
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encourage sharing of good practice and knowledge amongst the Academics’ and as 
Agterberg, Vandenhooff, Huysman and Soekijad (2010) suggest the emergence of a 
community of practice occurs, evidence of which I have seen.
8.0 Conclusion
Kotters’ framework has been utilised across various organisations from small business to 
large corporations (Kotter 1996). Whilst the pathway plan initially speaks to a small 
audience the perceived impact on the organisation in the future is far reaching with the 
possibility of implementation of funding only for targeted training to meet the workforce 
plans of local County Workforce Groups (East of England 2010).
Effective communication, combined with a leadership style which has motivated and 
facilitated the adoption of a change has I hope ensured achievement of stage four of 
Kotters framework ‘communicate the change vision’, I have attempted to use as many 
appropriate means of communication as possible to communicate the Pathway Plan. 
Whilst I have led the implementation of the Pathway Plan, Education Liaison Managers 
were identified as well as Academic Champions who were keen to share the vision and 
motivate others, thereby influencing the implementation of the change.
Empowerment of others will continue to facilitate the implementation of the Pathway Plan; 
it has been a challenge and has not been plain sailing. There are too many individuals 
involved not to assume that there is the possibility of error however, encouraging shared 
ownership in the initiative, support for staff to understand and completion of Pathway 
Plans, with continuing clarification of the process for all and motivating those involved in 
the process will it is hoped ensure success. Monitoring the effect of the change, 
modifying as appropriate and ensuring feedback is provided will it is envisaged sustain 
the change.
PART TWO Sharon McDonald 65
This change it is anticipated will improve the organisations’ performance and processes. 
A review of the Pathway Plan will take place both verbally at individual meetings with 
Education Liaison Managers’ (over the next 12 months) and with the pathway Admission 
Tutors. I aim to feedback the Education Liaison Managers response to Academics and to 
determine if Education Liaison Managers are starting to build a database of staff on 
pathways and to discuss if they feel the plan will facilitate them with next years contract.
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1.1 Introduction
How to select the appropriate methodology for a research study is not necessarily an 
easy task. The research design will have significant implications for the success of a 
research study and implications for the way in which data is collected and analysed.
For the following two case studies a qualitative (scenario 1, appendix 1) and quantitative 
(scenario 2, appendix 2) approach has been used to critically analyse and discuss the 
way in which the questions can be answered. Both approaches aim to construct ‘solid 
theory’ as the outcome of studies it is their emphasis that is very different, qualitative 
constructs theory whilst quantitative is concerned with testing the theory (Morse & Field 
2002)
Research which utilises a qualitative methodology is known for its inductive, humanistic 
qualities, this interpretivist paradigm is based on personal experiences, knowledge and 
understanding of a given situation or belief, the emphasis is on construction of theory 
rather than testing a theory as seen in quantitative research. Quantitative research in 
health care was considered to be the most reliable method for health care research 
however, with the drive for evidence based practice qualitative approaches which include 
the client and carers perspective are now considered equally important with participants 
in the research often becoming emancipated. (Morse & Field 2002:2, Carnwell 2004:83, 
DON 2000)
When considering any research methodology consideration of dissemination and the 
utilization of the research will have an impact on the choice of methodology (Clifford & 
Clark 2004:30). In addition to following the UK research governance processes’ (Haigh 
2008:125) ethical approval to undertake any research involving people must be 
considered (Polit et al 2001:71 ).
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Informed consent is also a key factor when undertaking any research; researchers need 
to be cognisant that the participant/s can withdraw from a study at any time. (Field & 
Morse 2002:68, Polit et al 2001:78).
2.0 Literature search
A comprehensive literature search of all the relevant literature and databases e.g. 
MEDLINE, CINAHL and the Cochrane Library, would have to be undertaken, for each of 
the case studies to assist in definition of terms and to determine what the current 
evidence is on the, area/topic under investigation. (Murphy & Cowman 2008:75)
3.0 Scenario one
3.1 Methodology- Qualitative
A qualitative methodological approach is considered to be the most appropriate 
methodology to address the questions in scenario 1. Carnwell (2004:100) states that 
“research focusing on people’s lives, will by necessity use qualitative methods”. There will 
be challenges in researching the area of ‘a good death’ as in this study, therefore a 
qualitative approach will be a particularly useful approach, it will facilitate us when 
considering the perspectives of the researchers, patients and caregiver’s viewpoint (the 
emic’s perspective). Qualitative methodology is much more about learning about the 
views, the perceptions and opinions of the caregivers it is about understanding and 
describing experiences. Often described as ‘unique’ it gives an insight ‘into the 
phenomenon being studied’. Qualitative research is very much focused on what 
something is like or how someone feels, about an experience, a holistic perspective of 
events. It is most often the approach conducted in a ‘naturalistic setting’ (Morse & Field 
2002:9-11).
PART TWO Sharon McDonald 76
3.2 Ethical consideration
Ethics are often described as being a, “set of moral principles that govern a person's 
behaviour or the conducting of an activity” Freshwater & Bishop (2004:73). The 
challenges when conducting this study will be the practicalities of accessing the sample 
group, the dilemmas involved when dealing with personal experiences and the 
possibilities of imminent loss which, in itself will be an emotional time for the 
participants but also the researcher.
This study would have to be considerate of the sensitive nature of the research with 
consideration given to the knowledge and understanding of the personal experiences 
which would influence the participants responses and user involvement in the study. 
Consent to participate and acknowledgement that the participant can withdraw from the 
study as previously noted needs consideration not least because of the sensitive nature 
of the study but also because of the possibility of participants not being present at the 
conclusion of the study.
3.3 Data Collection
There are a number of techniques for analysing qualitative study include analogue
scales, questionnaires, critical reflexivity, narrative, interviewing; structured, unstructured
and interactive, observing, focus groups and diaries (Freshwater & Bishop 2004:81,
Morse & Field 2002, LoBiondo-Wood & Haber 2008 ). For this study semi- structured and
unstructured interviews could be utilised to facilitate discussion but also to allow for
personal thoughts and feelings to be explored. Whilst a focus group may also be an
option the very nature and personal beliefs of the participants may make this more
difficult to facilitate, consideration would also have to be given as to the participant mix
within focus groups with possibly three options, one the patients themselves, two the 
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caregivers, three the researchers or alternatively a combination of all three. Freshwater 
and Bishop (2004:74) suggest that the phrasing of the research question differs 
depending on the methodological perspectives of the researchers; the scientist- 
practitioner’s research questions’ will almost certainly be more open-ended and 
descriptive, clarity is essential to ensure concise responses; as demonstrated succinctly 
in the case study questions.
3.4 Sample
Important considerations for the answering of the questions will be the size of the study 
the population to be sampled and the time frame. Two principles of sampling, according 
to Morse & Field (2002:65) are the appropriateness of the participants involved and 
selection based on those who will be able to give meaning to a study. Participants should 
be identified based on what the studies theoretical needs are and if there is sufficient, 
adequate and rich data to support the study. These two principles add to the validity and 
reliability of a study. Recognition must be given that at times it is difficult to be sure the 
participants are appropriate, if this is so then the ‘interview’ material should be kept for 
future reference and inclusion if appropriate. Guest et al (2006) discuss the most 
appropriate sample size and from much analysis of data, with caution they suggest that 
six to twelve should be sufficient. Participants in this study would not be randomly 
selected, they need to be willing to participate; it would also be good to have several 
participants from the identified groups of researchers, patients and carers.
The inductive nature of qualitative research ensures that data is collected and theories 
and hypotheses will emerge it is an on going process, commonalities may emerge and 
yet it must be recognised that they may only relate to a given group at a given time. 
(Morse & Field 2002:9).
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3.5 Inclusion and exclusion criteria.
Inclusion criteria would be those patients who are well enough to participate and have the 
ability to answer the questions or are willing to having the carer present. However, the 
presence of the carer could be considered to be a limitation to the study, with participants 
more reluctant to voice their true feelings and opinions for fear of upsetting their carers or 
vice versa. Clear guidance regarding this would also serve to exclude those unwilling to 
share such personal thoughts and beliefs. Exclusion of patients whose wellbeing may be 
compromised through participation and those who’s illness was too advanced.
4.0 Conclusion
Whilst it is argued that qualitative studies are often more expensive to carry out it can be 
argued that the quality of the data which will be produced is worthy of such expense. 
Research and practice are becoming more and more intrinsically linked and the need to 
supply evidence to support or refute a practice has become more recognised (Clifford & 
Clark 2004). The researcher also has an important role of advocate to effect a change in 
practice and encourage participants to consider the possibilities of change. The 
perceptions of these participants and the researcher should help to achieve this.
5.0 Scenario 2
5.1 Methodology: Quantitative
A Quantitative methodological approach has been used to address the questions in 
scenario 2 (appendix 2). A survey will allow a greater number of patient’s voices to be 
heard. By utilising a questionnaire it is anticipated that the data produced will 
demonstrate the effectiveness of a given intervention which can be measured with validity 
and reliably using standardized scales (Morse & Field 2002:10).
PART TWO Sharon McDonald 79
Quantitative methodology is a positivist approach to study, it is assumed that an objective 
reality can be observed or measured; data in quantitative studies are mainly linked to the 
physical and natural sciences and are usually numeric (Freshwater & Bishop 2004:81). 
Phenomena is concrete and measurable (Morse & Field 2002:2).
Characteristics of the quantitative (positivist) approach are descriptive, experimental 
correlation. The scientist-practitioner is more focused on variables and empirical testing 
(Freshwater & Bishop 2004:83). Quantitative research is often referred to as ‘empirical 
analytical research’ and is known for being in control, predictive, objective and has 
generalizability, whilst this methodology is useful when investigating variables it is not a 
useful methodology when you are trying to understand human responses to life 
experiences (LoBiondo-Wood & Haber 2008:51) which, arguably form part of the case 
study questions. A limitation of quantitative methodology is also said to be its inability to 
address ethical or moral questions (Polit et al 2001:14).
When discussing the use of quantitative research we have to consider some very 
important processes; one of the fundamental aims of quantitative research is to 
determine and establish a causal relationship between variables, in this study the 
variables relate to the differences in patients, anxiety, satisfaction, knowledge and 
referrals between traditional and telephone follow-up and the impact on patients, to be 
able to achieve this, the importance of measurement in quantitative research is key, with 
both objective and subjective measurement, the former being considered as more valid 
and reliable (Parahoo 2006:52), the tools used for measuring the qualities and quantities 
related to specific characteristics of people, events or objects should be applicable and 
practical to allow researchers to determine the validity and reliability of the study (Polgar 
& Thomas 2008:175).
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5.2 Data Collection
Methods often used by social scientists are self-completing questionnaires, structured 
interviews, randomised controlled trials and systematic reviews (Saks & Allsop 2007:21). 
Surveys which collect demographic data of populations give an “overview of a specific 
phenomenon or situation directly from those concerned” (Polit & Hungler 1999) the 
questions in a survey can be standardised and allow for a systematic response from 
participants, (they should not be ambiguous, Hallberg 2008:180). A survey will elicit more 
about a sample's (sub set of the population) characteristics, opinions, beliefs and 
attitudes, one advantage of a survey is that a large number of participants can be 
targeted, however, the disadvantages are that participants may not choose not complete 
the questionnaire or to only partially complete it (Hallberg 2008:181). Personal interviews 
whilst more effective will be more time consuming and costly. There is also the risk of 
researcher bias, as with all research studies.
Collecting the data, statistical analysis and interpretation of the actual data will be the 
next essential step. Selecting the most appropriate test therefore is imperative and 
presentation, dissemination of the data is vital to effect a change or acknowledge a 
preferred practice.
A questionnaire to elicit the answers to the questions posed in this case study may be the 
most effective way to measure the responses. The design and format of the 
questionnaire could be either quite explicit using closed responses and for example Likert 
scores or, open-ended which would give participants the opportunity to give more 
detailed comments. (Polgar & Thomas 2008:99). The risk with these are that respondents 
find them time consuming therefore for this study the closed response may be the 
preferred option however, a key consideration I believe would have to be the opportunity 
for participants to obtain further information and support if necessary, given the nature of 
the questions.
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5.3 Sample
The size and applicability of the study must be considered and be a true representation of 
the population if being described as such within the reporting of the study, it would be 
considered unethical to suggest othen/vise (Morse & Field 2002:65, Polgar & Thomas 
2008:31). In this study female participants in one location in the UK would be ‘targeted to 
compare traditional out-patient hospital follow-up with telephone follow-up by specialist 
nurses from that hospital after treatment for breast cancer’. It must be recognised that 
external validity cannot be guaranteed by drawing the sample from one general hospital.
5.4 Inclusion and exclusion criteria
The inclusion criteria for this study would be all those women in remission from breast 
cancer from the identified general hospital.
6.0 Conclusion
Whichever research methodology is used to pose and evaluate a research question the 
appropriateness of the design to actually answer the question is an overarching 
consideration. Within this case study it is acknowledged that the closed questionnaire 
option would provide data to support the research question.
7.0 Scenario 4
7.1 Methodology: Triangulation
The research methodology chosen to answer the questions posed in scenario 4 
(appendix 3) is Triangulation. Triangulation is described as a, “combination of multiple 
methods in a study of the same object or event to depict more accurately the
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phenomenon being investigated” Denzin (1970). A PowerPoint presentation for this 
scenario can be found in appendix 4; the supporting paper for this scenario is as follows.
The origins of Triangulation lay in navigation and surveying. It is now known for mixing of 
more than one approach and these can be from differing paradigms. Whilst a triangulated 
approach is seen by some as too complex and some researchers suggest you cannot 
mix methods of research as they have different philosophies and ideologies, others 
believe mixing can increase the validity of a study ( Begley 2008:13). Field & Morse 
(2002:135) state that “often the strongest research findings are in studies that utilize both 
methods”.
Freshwater & Bishop (2004: 82) suggest that a Triangular approach, using both 
qualitative and quantitative methods in the same study will supplement and balance a 
study and provides inclusive view and Cluett & Bluff (2006:205) believe that triangulation 
overcomes “the dichotomy between quantitative and qualitative approaches”.
7.2 Ethics & Consent
This study just as the previous two involves people; therefore consent and ethical 
consideration must be explored and obtained.
7.3 Data Collection and Sample
The methods of sampling in this case study data collection and data analysis would follow 
the following process;
• Initial Literature search- to determine what is the current evidence on telecare use 
within COPD.
• A semi structured questionnaire would be utilised to target all users; patients and 
professionals.
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This would be followed up by undertaking Interviews (between 6 and 12 dependent on 
the number of users, Guest et al 2006) either by telephone or in person to allow users 
and professionals to describe their experience of using telecare. When using 
Triangulation the approaches must be of equal value to be considered as true 
triangulation (Cluett & Bluff 2006:206).
7.4 Sample
This would be made up of those COPD patients in the Surrey area who are using the 
symptom assessment tool, the company it is assumed will have details of all those 
currently using the system. Consideration of data protection issues and consent to 
approach the participants would have to be sought.
Using a combined strategy of Statistical Data Collection, using computer based methods 
and in depth qualitative analysis of the telephone/face to face interviews, would allow 
accurate and in depth reporting of findings (Polgar & Thomas 2008)
8.0 Conclusion
We would hope that the Triangulation approach strengthens validity and reduces bias 
and allows a broader picture of, the following; improved patient experience, cost 
effectiveness and demonstrates telecare’s effective use for other medical situations for 
example interpretation of CTG in the community (cardio-tachograph is currently used in 
fetal monitoring in the community).
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Appendix 1 : Scenario One
Challenges when researching into the good death’.
Approximately half a million people die in England each year of whom, almost two-thirds 
are aged over 75. Most deaths (58%) occur in NHS hospitals, with around 18% occurring 
at home, 17% in care homes, 4% in hospices and 3% elsewhere (DH 2008).
When an editorial posed the question ‘What is a good death?' contributors concluded that 
this cannot be answered due to a lack of evidence from research, particularly from the 
perspective of patients and carers. Achieving a comfortable and dignified death requires 
research that supports the development of end of life care as an evidence based 
specialty.
Practical, ethical, methodological and emotional difficulties are experienced by those 
conducting research into the end of life. Nevertheless, there is a lack of robust evidence 
on the numbers of those who research in this field. Clark (2003) called for more research 
with patients and families, cross cultural research, longitudinal studies that can identify 
the changing needs of patients and families and studies that examine the difficulties of 
research in an end of life setting.
Aim: To understand the challenges in researching into end of life issues within England. 
Research Questions:
How can we define end of life and ‘a good death’?
What are the patients and their carers’ views on research into ‘a good death?
What are the perceptions of researchers when studying ‘a good death’?
To what extent do vuinerabie patients and carers wish to be involved in research 
into ‘a good death?’
When researching into ‘a good death’ with a vuinerabie patient group are there any 
particular chalienges (practical, ethical, methodological, emotional).
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Appendix 2 : Scenario Two
A comparison of hospital and telephone follow-up after treatment for breast cancer.
In many countries clinical examination, consultation and routine mammography form the basis of 
routine follow-up for women in remission from breast cancer, with the primary objective of 
detecting recurrent disease. Recurrences often present as interval events and are not usually 
detected by clinical examination of patients without symptoms. National guidelines in the UK state 
that intensive follow-up to detect metastatic disease is not beneficial, although patients should 
have continued access to specialist breast care nurses for advice and support.
Follow-up consultations could provide an opportunity to meet information and psychological needs, 
although this might be challenging given that the mean duration for consultations is six minutes. 
Alternative strategies, focussing less on survival and more on patients’ satisfaction, have shown 
some benefit to patients. In the UK, follow-up occurs primarily in hospital clinics.
Work from both the UK and Canada shows that women with breast cancer need specific types of 
information and that new follow-up strategies should be developed and evaluated. With a 
proliferation of specialist nursing posts worldwide, nurse led clinics are held for different cancer 
groups. Breast care nurses are uniquely placed to address the information and psychological 
needs of affected women and to provide follow-up services. Building on existing evidence of the 
effectiveness of telephone interventions for people with cancer, a structured intervention aimed 
primarily at meeting needs for information was conducted. Communication by telephone is 
internationally relevant particularly for people in remote areas where travel to hospital is 
inconvenient, time consuming and costly.
Aim: to compare traditional out-patient hospital follow-up in one general district hospital in the UK 
with telephone follow-up by specialist nurses from that hospital after treatment for breast cancer. 
Research questions:
What is the extent of knowledge on nurse-led follow-up after treatment for breast cancer?
Do the anxiety levels of patients differ between traditional and telephone follow-up?
Is there a difference in patient satisfaction between traditional and telephone follow-up?
Are there differences in the level and range of clinical investigations ordered between traditional 
and telephone follow-up?
Is there a difference in time to detection of recurrent disease between traditional and telephone 
follow-up?
88
Appendix 3: Scenario Four
The use of a remote monitoring system at home for patients with Chronic Obstructive 
Pulmonary Disease (COPD).
One of the most important components of delivering effective care for COPD is on-going system 
assessment and review. This is often difficult to achieve in the home setting particularly in rural 
areas where geographical location of patients has been associated with a higher threshold for 
contacting the health care team.
The effectiveness of telecare in potentially improving symptom management and quality of life in 
patients with long-term chronic conditions has been demonstrated (Maguire et al 2005). Although 
robust evidence on potential cost savings is currently lacking. More importantly, studies have 
reported positive patient experiences in the use of technology and have demonstrated perceptions 
of improved communication between patients and health care professionals. One of the main 
objectives of the NHS is to involve patients in their own care and advances in information 
technology (IT) are being used to address the growing demand on the health service.
The nature of COPD necessitates a means for patients to report symptoms as they occur rather 
than during a home visit by a healthcare professional. A system that facilitates a well-documented 
assessment of symptoms reported by the patient may be one way of enhancing symptom 
management and result on improved quality of life.
The system: this study uses medical technology that houses a validated symptom assessment tool 
which the patient is asked to complete on a daily basis. The data are transferred via landline to a 
call centre where the information is triaged. Should the patient report an increase in a symptom for 
example anxiety, by 20%  or more the health care team is alerted. Otherwise the data is recorded 
on a website which may be accessed by the healthcare team at any time.
Aim: to test the acceptability and usability by COPD patients and their healthcare team in Surrey of 
the symptom assessment tool housed on a piece of medical technology and also to explore the 
extent to which quality of life has altered for patients and their carers.
Research Questions:
What is the current evidence on telecare use within COPD?
To what extent is the medical technology in the study both accepted and used by patients and 
carers and healthcare professionals?
What are the perceptions of patients and carers on the assistance provided by this technology? 
How have the relationships changed between patient, carer and the healthcare team with the use 
of this technology?
To what extent have patients and carers’ quality of life altered by using the technology?
What are the challenges to the healthcare team in adopting the technology?
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Appendix 3a: Scenario 4 
POWERPOINT PRESENTATION
The use of a remote monitoring system at home for patients with Chronic 
Obstructive Pulmonary Disease (CO PD)
Effectiveness of telecare; improves symptom 
management and quality of life.
Lack of evidence re: potential cost savings
Improves communication between patient & 
professionals. Ft reports symptoms as they happen.
Positive patient experience
NHS goal- involve pt in own care IT allows this
The system; this study uses medical technology that houses a validated 
symptom assessment tool which the patient is asked to complete on a daily 
basis. The data are transferred via landline to a call centre where the 
information is triaged.
Should the patient report an increase in a symptom for example anxiety, by 
20% or more the health care team is alerted. Otherwise the data is recorded 
on a website which may be accessed by the healthcare team at any time.
Aim: to test the acceptability and usability by COPD patients and 
their healthcare team in Surrey of the symptom assessment tool 
housed on a piece of medical technology and also to explore the 
extent to which quality of life has altered for patients and their 
carers.
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Research questions:
What is the current evidence on telecare use within COPD?
To what extent is the medical technology in the study both 
accepted and used by patients, carers and healthcare 
professionals?
What are the perceptions of patients and carers on the 
assistance provided by this technology?
How have the relationships changed between patent, carer 
and the healthcare team with the use of this technology?
To what extent have patients’ and carers’ quality of life altered 
by using the technology?
What are the challenges to the healthcare team in adopting 
the technology?
Methodological Triangulation
ti
combination of multiple methods in a study of the same 
object or event to depict more accurately the phenomenon
being investigated” Denzin 1978
Some would suggest you cannot mix 
methods of research as they have different 
philosophies and ideologies
Freshwater & Bishop (2004: 82)
9 1
Definition & Decision
Triangular approach
Using both qualitative and
quantitative methods in the same
study. {Between -method “to achieve 
convergent validity”. Denzin 1978)
Supplement & Balance 
Provides inclusive view
“Often the strongest research findings are in 
studies that utilize both methods” Field & 
Morse (2002:135)
Ethical consideration
“Ethics are described as a set of 
moral principles that govern a 
person’s behaviour or the conducting 
of an activity”
Freshwater & Bishop (2004:77) : 
Consider; Ethics. Consent.
Context:
Comprehensive Literature search
Company may know how many people use it- 
identify appropriate sample
Sample- identified from patients who have/are using 
telecare and professionals.
(person triangulation’ Watson et a! 2008)
Use of quantitative questionnaire 
Semi-structured telephone Interviews-based on
responses (allows fora ‘richness of data and clarification’)
Questions based on those set above
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Data collection & analysis: methods
Questionnaire : targeted to users; patients and 
professionals (Quantitative data)
Interview either telephone or in person- user 
describes experience. (Qualitative)
Collate statistical data and reporting of findings. 
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